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The hygiene story of the El Alamein victory has its logical 
beginning in the misfortunes experienced during the retreat 
of the Eighth Army from Gazala in June, 1942. Though 
this retreat was, in an operational sense, always under 
control, it created an unhappy series of circumstances for 
the Army hygiene authorities. First, the inevitable confu- 
son among formations and units moving back to the 

El Alamein line led to decrease of supervision by hygiene 
officers and sections, and an understandable slackening of 
anit and personal standards of hygiene and sanitation. 
Units became dispersed ; there was no time to establish 
control of camping sites; equipment was lost, sanitary 
discipline relaxed, and much ground became badly fouled. 
Secondly, apart from the disturbance the retreat caused in 
the hygiene organization, it created a new problem by 
sweeping back hordes of natives, Bedouins, and others, to 
settle in an uncontrolled mass in the rear of the El Alamein 
line. These natives, normally lacking any high sanitary 
instincts, became a serious menace to the Army, and drastic 
action had eventually to be taken to have them removed to 
harmless areas further back still. Thirdly, contributing to 
the problem on the eve of and during the El Alamein battle 
was the inclusion in the Eighth Army of formations fresh 
from over-seas and lacking that full respect for the ques- 
tion of insanitation.and tropical ill-health which is gained 
only by experience in warm climates. These formations 
were also “ unsalted,” and hence suffered more from such 
complaints as “gyppy tummy” and sandfly fever than 
the older hands. Fourthly, the retreat, the period of pre- 
paration, and the actual battle covered the late summer 
and autumn seasons, when many Egyptian health hazards 
are at their worst. Flies became a serious plague, necessi- 
tating special control measures. Sandflies took their toll 
in several base camps. The heat and dust were an added 
irritation, especially to new-comers. 

This vast problem of hygiene was methodically tackled from 
the halt at El Alamein until the advance at the end of Oct., 
1942. The hygiene organization was entirely reviewed and 
several major changes were made; the fly nuisance with its 
danger of spreading excremental disease was met by a special 
unit, the special new problems of Armoured Fighting Vehicles 
Were gone into, and the very important problem of Army 


feeding was examined afresh and new ration scales and methods 
of cooking devised. Preparations were made for dealing with 
Prisoners of war, who almost certainly would be lousy, and 


o Irish.” for cleaning up captured enemy areas and towns. 

n Trinity} Once active operations had started there was little of interest 
Paris byiconcerning hygiene until the enemy broke early in November. 
e editiONThen the anticipated problems arose in captured territory— 
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lications, 


cleaning up fouled areas, purifying water supplies, delousing 


prisoners of war, and pushing forward apparatus to ensure 








the cleanliness of our troops. The last-named was necessary, 
because typhus fever had to be borne in mind as a hazard 
if our troops became lousy. Hygiene officers were included 
in each of the new area administrations, and without delay 
they organized the necessary measures. 

The various aspects of the work undertaken during the 
preliminary and operational phases of the El Alamein battle 
will now be discussed in detail. 


Hygiene Organization 


Previous experience in the Western Desert had shown that 
the old hygiene organization was too rigid. Field hygiene 
sections were on a strict divisional and lines-of-communication 
basis. With the mobility of desert warfare such sections could 
not cope with the dispersion and changing constitution of 


. formations, and smaller groups often had no field hygiene 


section assistance. Then the old defects in the method of 
recruiting and using unit water and sanitary duty personnel were 
again exposed. T overcome these defects and to meet the 
mobility and the kaleidoscopic conditions of desert warfare 
such as the Eighth Army anticipated in its projected advance, 
certain improvised reorganization of- hygiene sections and 
personnel was undertaken. The principle governing this 
reorganization was that field hygiene sections would not rigidly 
adhere to their divisions, but would be held in corps and Army 
pools, for employment according to the needs of the situation. 
Its application to the Eighth Army for the battle period was 
made on the plan that the corps which carried out the initial 
assault would not follow up in the event of success but would 
make way for a second pursuing corps. Corps groups of three 
field hygiene sections each were accordingly formed. In the 
case of the pursuit corps, the officers commanding and detach- 
ments of the sections were allotted to brigades. 


The scheme produced some excellent results; sanitary 
assistants were where they were required, and the workshops 
produced a steady flow of apparatus to supply troops moving 
forward into new areas. It was possible to send forward 
hygiene teams with stores and apparatus to captured areas, such 
as Mersa Matruh and Capuzzo, long before any permanent unit 
was available. One difficulty that arose was that the rapid 
changes in the composition of formations resulted in some 
sanitary assistants becoming completely divorced from their 
parent units. Unit personnel were improved by insistence on 
more care being given to their selection, and putting a responsi- 
bility on Os.C. and R.M.Os. to prevent sanitary and water-duty 
personnel being recruited from the useless misfits of the unit. 


With the advance it was necessary to make arrangements 
for the sanitation of all captured areas used as lines of com- 
munication or bases. One field hygiene section carried out 


* excellent work in depositing hygiene stores in such areas. With 


the establishment of sub-areas, three field hygiene sections were 
detailed to supervise their hygiene and sanitary restoration ; 
two sections were allotted to Tobruk and Derna, and one field 
hygiene section to Benghazi. 
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Each new sub-area organization was provided also with 
a D.A.D.H., while a close liaison was built up with the 
Occupied Enemy Territory Administration medical organization 
responsible for the civilian medical services in Cyrenaica. 

The bad sanitary conditions at El Alamein referred to above 
produced an appalling plague of flies. The emergency was 
quite beyond the power of the ordinary hygiene organization, 
so a special Fly Control Unit was created. This unit consisted 
of five officers and some 200 or 300 British other ranks and 
African pioneers, with several British N.C.O.s to act as super- 
visors. It was given a rapid course in fly-control methods 
and then sent to clean the El Alamein area of fly-breeding 
sources. Its work was thorough and efficacious, extending even 
to “no man’s land,” where corpses and other organic matter 
made one of the worst fly-breeding sources. In co-operation 
with field hygiene sections and unit personnel, it moved from 
area to area, clearing unit lines of refuse, debris, and bodies. 
As a measure to meet an unusual and serious emergency this 
temporary unit more than justified its creation. 


Sanitation 

The serious sanitary situation from July to September has 
been referred to above. Its particular causes lay in the general 
fouling of the whole El Alamein line and the areas in its 
rear. Vigorous action by field hygiene sections, unit personnel, 
and the special Fly Control Unit cleared up the region con- 
siderably, and fortunately prevented any serious outbreak of 
disease. 

This experience demonstrated that the burial of refuse from 
unit lines was usually inefficiently done and contributed to 
the breeding of flies. Eventually incineration was accepted as 
the simplest and most practical method of rendering refuse 
innocuous. The simple oil-drum incinerator, easily improvised 
in the field, was most generally used. The food tins—the 
dominant feature of desert rations—became a menace. It was 
rarely emptied completely, and thus, besides increasing waste 
when discarded, became an annoying and difficult refuse 
problem. Emphatic instructions and persistent education to 
improve unit methods were adopted, and units gradually 
became more careful in clearing tins completely, burning them 
out, and disposing of them systematically. As will be discussed 
below, the return to company cooking assisted in the improve- 
ment of these conditions. 

Latrines were not as troublesome a problem as might be 
thought. In many places the more stable camp communities 
were able to use deep pit latrines, though generally the rocky 
nature of the subsoil made deep excavations impossible. Here 
the petrol-tin latrine was efficacious. Daily burning reduced 
the dejecta to an innocuous dried mass. A simple squatting 
type of two-seat latrine superstructure was produced to provide 
the troops with at least some means of constructing field latrines. 
Though easily portable, being only just over 60 Ib. in weight, 
it was a failure. With the limited transport available in the 
» desert, units would not carry even the simplest latrine structure. 
Units met their latrine needs by improvisation of single seats 
from the ubiquitous petrol box and tin. 

Waste water from field units in desert areas did not cause 
difficulty, partly because the water ration was so low that 
no large actumulations could occur, and also’ because the 
absorptive and evaporative capacity of the desert is so large. 

Reference was made above to the cleaning up of captured 
areas. This was an immense task, as the enemy had left his 
fortresses, camps, and ports in an indescribably filthy condition. 
Previous acquaintance with enemy standards of hygiene and 
sanitation had shown how low they were. However, it was 
the advance from El Alamein which brought to light the full 
weakness of German and Italian hygiene organization. The 
enemy lines and camps at El Alamein and the bases at Matruh, 
Tobruk, Derna, and Benghazi were revolting in the masses 
of human faeces and camp debris lying everywhere. One of 
our hygiene officers charged with the distasteful task of 
supervising the clearance of the previously enemy-occupied 
El Alamein area reported: 

“‘ That portion of the battlefield previously occupied by the enemy 
is just one huge fly farm, and has to be seen to be believed. Whilst 
both Germans and Italians order the use of shallow trench latrines 
(and no oil seal), this order is scarcely ever carried out. Enemy 


a 
defensive localities are obvious from the amount of faeces lying 
the surface of the ground.” * 


The enemy paid for his contempt of hygiene, as these 
insanitary conditions” had the inevitable result of causing a 
heavy incidence of excremental disease. This became such 
a menace to the enemy as to affect from 40 to 50% of his 
front-line troops, as interrogation of captured medical Officers 
revealed. To quote one of our hygiene reports: 

“Tt has, however, been heartening to observe the difference 
between the enemy sanitation and dysentery/diarrhoea rate and our. 
own. The enemy appears to have no conception of the most 
elementary measures, and has a dysentery/diarrhoea rate so very 
much higher than ours that it is believed that the poor physical 
condition of his troops played a great part in the recent victory at 
El Alamein.” 

Rations and Feeding Problems 


Previous desert operatiops had caused some medical anxiety 
over the retention of troops for long periods on a battle ration 
designed for one week only. This unnecessarily prolonged use 
of battle rations was on occasion unavoidable when troops 
became isolated or when lines of communication were seriously 
interfered with. However, it is to be regretted that in the 
early campaigns the danger of a low-calorie and dry ration 
was not always fully appreciated by some local formation 
supply authorities. 

An attempt was made, for the El Alamein plan, to evolve 
a battle ration—i.e., a minimum ration of low weight and 
readily prepared items—which need not be limited to seven 
or ten days only. This ratiort, with 3,600 calories, adequate 
vitamin A, B series, and C values, composed of items available 
in the Middle East and not too difficult to prepare in the 
absence of water and cooking facilities, was rejected as being 
beyond the weight limits permissible by available transport. 
Eventually a new battle ration of approximately 3,100 calories 
per man per day was evolved, with the strict condition of use 
for not more than an absolute maximum period of ten days. It 
was a great advance on the old battle ration in providing variety, 
including such items as sausages, cheese, jam, onions, and 
tinned fish. Medical concern that the period of ten days should 
not be exceeded was fully appreciated by the “Q” authorities. 
The result was that throughout the October and, November 
operations the battle ration was limited to essential occasions 
—in fact, only a few troops were forced to use it, and then 
merely for a few days at a time—a testimony to the very 
efficient supply arrangements of the Eighth Army. 

For the rest—i.e., for most of the advance—the Eighth Army 
existed on the Middle East field service ration (hard) scale. 
This, in terms of the General Order, is the normal scale of 
rations, but with tinned or “hard” items substituted for fresh 
equivalents—e.g., tinned vegetables instead of fresh vegetables, 
biscuits instead of flour, etc. To prepare meals from hard- 
scale rations requires only the provision of boiling water. This 
scale was constructed under the general limiting factors opera- 
tive in the Middle East—i.e., the availability of local supplies, 
the need to use imported and tinned items sparingly, and the 
limited amount of water provided for cooking in the desert. 
However, a satisfactory scale was produced with an average 
calorie value of 3,800 and the following average vitamin values: 
A, 2,500-3,000 i.u.; B,, 350-450 iu.; B,, 1.3 mg.; nicotinic 
acid, 22-25 mg.; C, 15 mg. Yeast tablets and ascorbic acid 


tablets were of course available for issue on medical recom- 


mendation. 

In spite of the exceedingly difficult problems of supply arising 
out of the rapid advance, it was not even necessary to maintain 
the Army on the hard scale for long periods. In a very short 
time after occupation, for example, field bakeries were operating 
in Tobruk and Benghazi and sending forward fresh bread, while 
consignments of frozen meat were also shipped to these ports. 
Fresh vegetables and oranges were supplied as opportunity 
allowed ; but obviously, being more perishable, these could not 
reach as far forward as bread and meat supplies. 

The construction and supply of a ration scale is only part 
of the procedure of feeding an army. As the Middle East 
campaigns have shown, however satisfactorily a well-balanced 
and adequate ration emerges from Details Issue Depots, much 
can happen to destroy its value before consumption by the 
troops. Apart from the time taken to train cooks in a large 
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° Seo 
civilian army, the dispersal of units resulted in the disappearance 
of organized company cooking in the field. There grew up 
the practice of each small group, usually each vehicle crew, 
Such vehicle or section cooking is 
very unsatisfactory. Well-cooked complete meals, at regular 
intervals, are replaced by casual feeding out of a tin. This 
results in waste of rations, and the debris from cooking and 
feeding is scattered far and wide over camping areas. A 
corollary to this problem arose in the case of A.F.V.s. Fighting 
all day, leaguered in strict black-out conditions at night too 
tired to look after themselves, the crews of tanks and armoured 
cars were 100 often.unable to get more than an occasional bite 
of a biscuit. To counter these unsatisfactory methods, company 
cooking was reintroduced, and, except in actual highly mobile 
phases, most units used it during operations. For armoured 
units, a mobile cooking lorry was evolved by fitting a No. 2 
petrol cooker and food-containers to a three-ton lorry. This 
simple improvised vehicle carried hot meals forward to the 
fighting crews and, in general, proved most valuable during 
the El Alamein operations. 

A further special ration problem which received some atten- 
tion prior to the operations was the provision of a pack ration 
for A.F.V.s. Tanks and armoured cars have to face occasional 
periods of isolation. They must be self-contained to meet such 
emergencies, and the provision of food, including liquids, led 
to the trial of the packs produced in the United Kingdom 
of two-men and three-men one-day rations and, on a smaller 
scale, of an American pack ration. In addition, most A.F.V.s 
were supplied with special half-gallon vacuum-flasks for hot 
drinks. This was a valuable measure. However, experience 
under desert conditions suggests that pack rations have a limited 
value for A.F.V.s. 

_ Generally, the operations showed that continuous training and 
propaganda are necessary to ensure that all units are provided 
with good cooks, proper company cooking arrangements, and 
a fully developed sense of cookhouse hygiene and sanitation. 
The work being done by the Catering Advisers to the Army 


is going a long way to achieving the necessary improvements - 


in the shortest possible time. 


Water Supplies 

In the initial stages of thé operations the water supply 
was almost entirely from points on pipe-lines originating in 
Alexandria. This reticular system, branching out into the 
desert, equipped with booster pumping stations, and carrying 
purified water to distances of 50 miles and to within a few 
miles of the front line, was a triumph of the Army water 
engineers. It carried chlorinated water to forward units, and 
at least one gallon a day per man was provided in the 
preparatory phase during September and October. 

The advance required early inspection, and usually repair 
and clearance, of captured water points. Hygiene personnel 
assisted the engineers in this duty. The majority of wells and 
birs had been both damaged and polluted by the enemy. The 
methods of pollution used were those seen in previous desert 
campaigns—namely, introduction of diesel oil, bone-oil, dead 
bodies, and filth of any kind. The destruction and pollution 
rarely held up our units long, Pumps were repaired or 
replaced and wells were vigorously pumped clear, with the 
addition, where necessary, of water-sterilizing powder to 
neutralize contamination. Hygiene personnel undertook the 
Necessary water analysis and supervised water purification, 
using the standard methods of superchlorination with bleaching 
powder and “ de-tasting ” with sodium thiosulphate. 

The advance carried troops considerable distances ahead of 
water points, and transport of water became difficult. This 
led to the daily ration being reduced to half a gallon for 
certain periods. For this purpose a variety of containers were 
used, the commonest being a two-gallon tin, tens of thousands 
of which were filled and transported by the supply organization. 
The most popular vessel was the captured two-gallon container 
—the “jerrican”’—a stout metal receptacle with a good screw 
cap. The majority of units soon equipped themselves with 
these. The geology of the desert right up to Agheila, in the 
Gulf of Sirte, was known, so that the problems associated with 
saline wells were not new. Certain of these wells had to be 
used; in some a salinity of over 300 parts per 100,000 was 





tolerated by the troops without serious results. The efficiency 
of the water supply was shown by the absence of any water- 
borne disease during the months of the attack and the advance. 


Disease Incidence 


The index of the health of the Eighth Army for the period 
is given by the admissions to C.C.S.s and Field Ambulances 
(Table I): e 


TaBLe 1.—Admissions to C.C.S.s and Field Ambulances 











: Battle Daily Rate of Admission 
1942 Sick Casualties per 1,000 Strength 
Sept. .. 10,417 1,470 1-96 
Ct” .. 11,144 7,634 1:67 
Nov. 8,698 ,602 | 1:59 











This table shows the excellent health of the Eighth Army 
in the prelude and in the actual battle. A daily admission 
rate below 2 per 1,000 was not only satisfactory; it was 
remarkable. A further feature to note is that, even in the 
acute battle period, admissions due to battle casualties still 
remained considerably less numerous than those due to disease. 


The commoner causes of admissions are given in Table II: 


TaBLe IIl.—Admissions to Field Medical Units 











Disease Sept. Oct Nov 
Dysentery/diarrhoea .. 1,793 1,391 1,293 
Pyrexia not yet diagnosed pera 1,073 847 591 
Digestive a4 Ke aca aa ee 933 816 517 
Inflammation of areolar and skin tissue .. 927 944 622 
Accidental injuries .. aa nie a 858 825 736 
Infective hepatitis a as Sa ‘bs 449 1,438 1,861 











This table shows clearly that, in spite of modern Army hygiene 
progress, much preventable sickness still occurs. Dysentery/ 
diarrhoea, inflammation of the areolar tissue, and accidental 
injuries, among the commonest causes of disease in the desert 
campaign, are still too prevalent in our armies. 

Certain conditions deserve a few paragraphs of mention: 

Typhus Fever.—Typhus does not appear in the above list 
of diseases ; nevertheless much thought and work were given 
to this disease. It is endemic in many parts of the Middle East, 
and all the circumstances seemed set for it to become epidemic 
—e.g., social disorganization, spread of lousiness in civilian 
and, to a lesser extent, in some Army populations, etc. Adequate 
precautions to meet lousiness during the campaign—possible 
in our own troops, certain in the enemy—had therefore to 
be taken. Mobile disinfesting and cleansing teams were trained 
and pools of disinfesting apparatus and stores were created. 
Vaccination could not be made general owing to the then 
shortage of supplies. 

As the Army advanced it was strongly recommended that 
mobile bath units and, if possible, laundries should follow. 
Troops were thus able to bathe occasionally, and keep their 
clothing clean. The organization to deal with prisoners of war 
had heavy work in delousing them, as infestation was high. 
The various measures to keep troops and prisoners of war 
clean and louse-free were successful, and hence typhus did 
not menace either our forces or our labour personnel. 

Infective Hepatitis—This disease still baffles investigation, 
and the lack of knowledge of its source and mode of spread 
meant that no specific preventive measures were available. Its 
seasonal incidence (late autumn) affected the Eighth Army 


.during the battle phase, large numbers of cases being admitted 


in October and November. It was most prevalent first in a 
New Zealand division, but subsequently caused as many cases 
in Australian and U.K. divisions. From Table II it is apparent 
how serious a cause of disability it was in the later stages of 
the battle. This disease is an annoying element in wartime, 
not because of its seriousness to the individual, but because it 
immobilizes large numbers in hospital for not inconsider- 
able periods of treatment. Every effort, both clinically and 
epidemiologically, was made to determine its cause and mode 
of spread, unfortunately without success. 


Desert Sores.—This condition, or group of conditions, was 
troublesome. Its incidence, too, was highest in the desert in 
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autumn. The aetiology and epidemiology, as with infective 
hepatitis, are not definitely known. Controversy thus had free 
scope, and included the argument that a vitamin deficiency, 
especially of vitamin C, is the cause. There seems to be no 
justification for this extreme view, which unfortunately received 
much publicity. This did a certain amount of harm in pro- 
ducing an unjustified distrust, and even an anxiety, about the 
adequacy of the variops Army ration scales. These scales, as 
discussed above, were prepared with full appreciation of the 
vitamin needs of the soldier. The generally accepted Middle 
East opinion of this condition may be stated as follows: 

(a) It is a vague condition covering a whole variety of ulcerative 
skin lesions. (6) A minor injury is an antecedent in the majority 
of cases. Scratches, bruises, insect bites, etc., are the commonest 
injuries, and their location on exposed parts, such as forearms, hands, 
and knees, is thus directly parallel with the commonest sites of desert 
sores. (c) On occasion troops on full fresh rations have shown a 
high incidence, while, conversely, troops on the so-called ‘* hard”’ 
scale have frequently been free of the affliction. There has not been 
any correlation, therefore, between adequacy of rations and incidence 
of the disease. Further, in cases of desert sore no true evidence 
of avitaminosis (scurvy, etc.) has been reported. 


Accepting the correlation of sun, dust, dirt, flies, and minor 
injuries with the incidence and site distribution of so-called 
desert sores, protective action on general lines was planned. 
An attempt was made to get all troops into slacks and long- 
sleeved upper garments to cover the most susceptible exposed 
areas. Every effort was made, too, towards improving the 
washing facilities by pushing forward bath and laundry units, 
by making available simple showers, and by supplying sea-soap. 
Warnings and instructions to personnel and to regimental 
officers of the necessity for early treatment of minor cuts, 
bites, and bruises were issued, and the necessity for seeking 
medical treatment of sores was emphasized. An experiment 
in the use of an emollient cream on exposed parts to reduce 
injuries and to soften and protect the skin could not be 
completed owing to the operations. All in all, desert sores 
seemed to be relatively less in incidence, and were certainly 
less severe, in 1942 than in 1941. 

Dysentery/Diarrhoea—During the early preparatory stage, 
and even right into the start of the battle, these diseases caused 
much anxiety. As indicated above, it was a combination of 
seasonal changes as well as control measures which reduced 
the fly population, and hence the incidence of dysentery and 
diarrhoea. To repeat, these diseases were the result of the 
insanitary conditions arising out of the general fouling of the 
battle area of El Alamein due to the retreat and the bad 
disposal of waste, especially food. Though to us the excre- 
mental diseases were a bad enough problem, they became a 
crippling menace to the Germans and Italians owing to the 
absence of any hygiene control by them. Our troops, too, had 
the benefit of the efficient protection afforded by our T.A.B. 
vaccine. 

Heat and Sun Effects —The desert on the whole has not been 
intolerable on account of heat and glare. Wherever possible, 
troops from temperate zones have served a preliminary period 
of 3 to 6 weeks in relative quietness in the-Canal Zone before 
proceeding to the Western Desert. This has proved an impor- 
tant process of acclimatization not only against heat and sun, 
but also against many of the dietetic and other irritations of 
an Oriental location. Unfortunately, certain reinforcements for 
the Eighth Army at the critical stage at El Alamein had to be 
pushed forward sooner than usual, and these at first felt the 
desert conditions to a certain extent. No cases of heat- or 
sun-stroke, or other effects due directly to exposure to heat 
or sun, have been reported. In fact, accepting modern views 
of the mode of action of temperature, light, and humidity on 
the human organism, it was decided that the bulkiness, fragility, 
short life, and distaste by the troops of the huge sun topee 
did not justify its retention for Middle East troops. Its 
abandonment has.had no evil results. Even in tanks and 
armoured cars the desert heat led to no disastrous incapacita- 
tion. The high evaporative power of the desert air saved the 
heat-regulating mechanism of the body from any undue strain, 
so that as long as the tank engine, and hence the engine- 
ventilating system, was pumping air through the vehicles con- 
ditions were not dangerous. In the desert, therefore, there was 
no call for special air-conditioning devices for A.F.V.s. The 


ie 
indirect effects of sun, dust, and irritation on the skin hav. 
been referred to in the discussion on desert sores. . 

Glare requires a short comment. The new-comer to th 
Middle East, alarmed by tales of the dangers of the deus 
sun, is usually conspicuous by the blackish sun-glasses he affects 
but the older “hand” generally discards them. This indicates 
the Middle East policy on sun-glasses, which is that for the 
vast majority of individuals they are quite unnecessary under 
all normal conditions. In fact, such devices, by reducing the 
tolerance of the eye to light and by not affording it oppor- 
tunities for adaptation—which quality it possesses in high 
degree—may actually be harmful. A wearer of dark or tinted 
glasses in the relatively non-glaring atmosphere of, say, Cairo 
if suddenly transported to the white-sand areas of the Western 
Desert, will suffer intensely and be crippled in vision because 
his eyes have never been exercised in toleration to light. Suyp- 
glasses have accordingly, in spite of certain demands, not been 
made a general issue in the Middle East, though in conditions 
in which glasses are both protective against dust and glare 
special issues have been made to limited groups of drivers 
A.A, gunners, etc. No untoward damage has been reported 
by ophthalmologists as a result of this policy. 

Accidental Injuries ——Accidents are as alarming a feature of 
modern society at war as they are during peace. This largely 
unnecessary drain of man-power and strain on medical facilities 
has occupied the attention of several branches of Army 
administration in the Middle East. Analysis of motor accidents, 
exhortations for care in handling petrol, instructions in pre- 
cautions in handling explosives and mines, seem to have had 
only a gradual influence on the frequency and degree of 
accidents. Burns were the form of accident which came into 
prominence during the El Alamein phase. It was noteworthy 
that over the whole period accidental burns usually out- 
numbered those due to enemy action—e.g., setting tanks, etc., 
on fire. Petrol, of course, was the origin of most of the 
accidental burns seen in the Eighth Army. It is surprising 
how long it takes the average soldier to gain that essential 
healthy respect necessary in handling that extremely volatile 
and inflammable fluid. Lacking fuel in the form of coal or 
wood, fire in the desert was made with petrol for all purposes— 
cooking, boiling water, sterilizing apparatus, etc. There was 
evolved the so-called “desert stove ’’—a petrol tin, suitably 
ventilated, containing a small quantity of sand on which petrol 
was poured. Too often the inexperienced replenished this 


type of fire by flinging quantities of petrol on to the hot sand, . 


with the inevitable explosion and burns. Many serious burns 
followed the use of petrol as an insecticide in dug-outs and 
other ill-ventilated premises. The lighting of a cigarette in 
such a heavily charged atmosphere, too, produced unfortunate 
results. A useful and simple safeguard against serious burns 
came to light in the investigation by No. 1 Medical Research 
Section of burns in A.F.V.s during the retreat from Gazala— 
viz., the great protection given by ordinary clothing. Con- 
sequently, instructions were issued that tank crews were to 
wear slacks to cover the knees, and sleeves down to cover 
the arms. Ordinary accidents should receive more and more 
attention from military hygiene, as they are a most serious 
cause of army inefficiency. It is a difficult subject, as their 
variety and causation are so complex, especially in a hastily 
trained army handling so many powerful mechanical forces 
and agents—explosives, volatile fluids, gases, armoured fighting 
vehicles, and ordinary transport. 


Summary and Conclusion 


The retreat by the Eighth Army from Gazala in June, the defen- 
sive phase on the El Alamein line from July to October, and the 
eventual attack and victory in October and November, 1942, created 
the conditions and setting of serious and complex preventive medical 
and hygiene problems. ‘ 

Questions of sanitation and the spread of excremental disease, of 
the prevention of typhus, desert sores, and other diseases, of the 
provision of adequate properly balanced rations and a pure water 
supply ; and of dealing with the dangers of captured fouled areas— 
all were studied and, on the whole, successfully solved. In the 
opposite camp of the enemy, as captured ground and documents 
showed, hygiene was not energetically studied, and to-day the 
Italians and the Germans must regretfully realize that their neglect 
contributed seriously to their inability to resist our attack. A front 
line force with 40 to 50% of its strength affected by dysentery an 
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diarrhoea can scarcely be called a vigorous army, and this was the 
incidence in Italian and German units. 

In contrast, the Eighth Army in October and November was 

pably as fit mentally and physically as any army has ever been. 
The contribution of preventive medicine to this standard can be 
measured from the degree of success achieved in protecting our 
troops from infectious disease, in maintaining a high level of physical 
fitness, in ensuring adequate rations and water supply, and in adapt- 
‘a9 so far as possible the Army’s clothes, fighting, and other equip- 
ment and camping conditions to accepted physiological standards. 
The hygiene officers and other ranks of the Eighth Army, by their 
enthusiastic application of modern public health principles to a 
heterogeneous force in a difficult environment, did good work. They 
—hygiene men recruited from the United ‘Kingdom, New Zealand, 
South Africa, Australia, and India—may not have the glamour, 
glory, and excitement of their brothers in the clinical units, the field 
ambulances, and casualty clearing stations, of the medical services, 
but they have the satisfaction of knowing that the health of the 
Eighth Army, and hence in large measure its physical and mental 
capacity for forceful action, shown at El Alamein, owed much to 
them. 

I have to thank the Director of Medical Services for permission 
to publish this paper. I am also very much indebted to Col. A. E. 
Sehmond, Deputy Director of Hygiene, for his general guidance 
and advice in its preparation, and to Brig. J. Walker, Deputy Director 
of Medical Services, and Lieut.-Col. R. R. Leaning, Assistant Direc- 
tor of Hygiene, Eighth Army, for certain of the material included. 








A STUDY OF A SELECTED GROUP OF WOMEN 
EMPLOYED ON EXTREMELY FINE WORK 


BY 
IDA MANN, D.Sc., F.R.CS. 
AND 


DOROTHY ARCHIBALD 
(Oxford) ° 


The ability to perform fine work for long periods without ocular 
fatigue or symptoms of any kind depends on a variety of 
factors at present incompletely known and of the relative 
importance of which we have only an imperfect idea. The 
obvious factors to be taken into account are the individual's 
refraction, visual acuity, muscle balance, accommodative power, 
and psychological adjustment to the work. The present study 
was undertaken with a view to establishing what degrees of 
these make for success in close work, and to assess their relative 
importance. Most previous analyses of the condition of healthy 
eyes have been made on large groups of hospital or private 
patients, and are therefore probably not entirely representative, 
since the patient had himself come for examination and thus 
could not be regarded as entirely symptom-free. An attempt 
to correlate the findings in one field (convergence deficiency) 
between a group of private patients (unselected) and a group 
of R.A.F. recruits, without symptoms, has already been made,’ ” 
with the result that the difficulties of the subject have become 
more apparent. The outstanding feature which emerged was 
the high percentage of convergence deficiency, and indeed of 
all phorias, in the group of 7,019 recruits who made no com- 
plaint of symptoms. In the group of 6,400 private patients 
with which they were compared the number complaining of 
symptoms associated with convergence deficiency was much 
higher, though the incidence of such deficiency in the whole 
group was actually lower (2 to 3%) than in the symptom-free 
recruits. It therefore seemed to us that the answer might 
partly lie in the kind of work done by the two groups. In the 
group of private patients the number who were engaged in 
close work was much higher than that in the recruits, and it 
thus appeared likely to be profitable to study the characteristics 
of a group doing extremely close work for long hours without 
symptoms. In this way one might find certain characteristics 
in which such a group differed from the two previously selected 
groups. The following study was undertaken with this end 
in view and, although the number examined is extremely small, 
the results are uniform enough to be significant. 

The work was made possible by the courtesy of a leading 
firm of electrical engineers actively engaged in the manufacture 
of electric lamps. Our sincere thanks are due to them for 
their co-operation and assistance. The group investigated con- 
sisted of 28 women and girls between the ages of 15 and 40, 








employed on what is known as “spiral inspection.” This job 
is a suitable one for our purpose, since it demands an extremely 
high degree of visual concentration at an average distance of 
250 mm., thus requiring accommodative effort and convergence 
to a greater amount than ordinary clerical work, as well as 
a high degree of visual acuity. The group comes into being 
by a process of natural selection, a number of girls being 
tried out on it and only those who can do it accurately without 
fatigue being retained. In this way the group should indicate 
the characteristics of persons suited to continued close work. 

The work consists in sorting (by direct inspection on an 
illuminated green glass plate) the spiral filaments for electric- 
light bulbs according to their perfection, all flawed filaments 
being rejected. The smallest spiral dealt with has 1,400 turns 
to the inch. The diameter of the wire is 0.00057 in. and the 
separation is 0.00059 in. The girls look for two turns of the 
spiral in contact, for gaps, or for unevenness of pitch and of 
total length of the filament. This length is 60 or 100 mm., 
and must be accurate to 0.25 mm. A good worker will sort 
10,000 filaments a day, and is actually at work 40 hours of a 
week of 47 hours. The average number sorted is 6,000 a day. 
The work begins at 7.30 a.m. At 9.30 a.m. there is a ten-minute 
break, at 12 noon an hour’s break, and at 3 p.m. a ten-minute 
break. Work ends at 5 p.m. The girls do not wear any 
special optical appliance. They are provided with loupes 
magnifying about 8 diameters or less, but they use these only 
occasionally, when in doubt. 

The degree of visual acuity involved is interesting. Using 
Gullstrand’s constants, and calculating the size of the retinal 
image of the separating gap between the smallest coils 
(0.00014 in.) at a working distance of 250 mm., we find: 

1.4 17.05 

39.37 x 7507 0.0025 mm. 
Since the diameter of a foveal cone is approximately 0.002 mm. 
and the angle @ usually given as 24.14” it is obvious that we 
are working very near the limit of resolvability for the human 
eye. The 28 girls interrogated had been employed for periods 
varying between 6 months and 13 years and made no com- 
plaints of eye strain, though six said the job was rather dull 
and uninteresting. 

The girls were tested for visual acuity on the Snellen and 
Jaeger types, for muscle balance (Maddox wing, Maddox rod 
and cover test), for stereoscopic vision, for convergence, and 
for voluntary convergence. They were also interrogated about 
their general health and their hobbies to see whether after 
working-hours they chose occupations involving further close 
work. Since we have always strongly suspected that there is 
a large psychological element in the production of asthenopic 
symptoms, one of us (D.A.) performed a group Rorschach 
test, using the Harrower-Erickson*® multiple choice technique, 
with a view to estimating the psychological adjustment of these 
28 workers. The Rorschach method‘ of personality evaluation 
has been in use for 20 years and has been validated by a great 
deal of research, carried out on normal persons, psychotics, 
and patients with organic nervous disease. It is in use in 
the Armies of most of the nations engaged in the present war. 
It consists in showing the subjects a set of standardized ink- 
blots, and recording what they see in the blots, and what 
features they use in them to construct the images. Until 
recently it remained an individual test, but a modification for 
rapid screening-out of maladjusted subjects has been devised 
in America to meet the wartime need for dealing with very 
large groups of individuals. The ink-blots are projected on 
to a screen and the subjects are presented with a series of 
responses and asked to mark those which best describe what 
they see in the blots. The responses have been chosen from 
the most usual ones found in the records of a thousand subjects 
whose psychological adjustment is known. This modification 
does not make detailed individual analysis of personality 
possible, but provides a method of rapid assortment into groups. 
It is undoubtedly susceptible: of improvement, but it already 
seems to be the best test available for forming a general 
estimate of the emotional adjustment of groups of unknown 
subjects. 

The Rorschach test is based on the principle that the 
meaning with which an individual invests a stimulus that is in 
itself meaningless reveals the inner organization of that indi- 
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vidual. If one subject sees an aeroplane, another a radiograph, 
a third a bear, and a fourth a-man in the same ink-blot, then 
it is certain that something different goes on in these four 
individuals between the moment when the same physical 
stimulus reaches their retinae and the moment when they 
communicate their reactions. The assumption made is that 
these differences are meaningful and can be interpreted on 
Rorschach’s principles. 

It is claimed that the test makes it possible to estimate the 
“variety of an individual’s psychic reactivity, the degree of 
his social or affective adjustment, the extent to which his inner 
life is integrated and constructive or disorganized by more 
primitive drives or undue anxiety.” ° 

Our findings can be arranged under the following headings: 
age and time on present job; refraction and visual acuity ; 
spectacles worn or not ; master eye and hand ; muscle balance, 
distance and near; presence or absence of headaches ; recrea- 
tions and attitude towards work ; results of psychological test. 


Age and Time on Present Job 

The ages varied between 15 and 40, the average being 
24 years. The shortest time on the job was six months and 
the longest 134 years. The average was four years, but seven 
girls had been at the work for more than five years. If the 
girl is unsuited to the work this is discovered almost at once. 
Breakdowns, once the job has been mastered, do not seem 
to occur. 

Refraction, Visual Acuity, and Spectacles 

The refraction in each case was done without a mydriatic. 

The accompanying Graph shows the distribution of errors in 
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percentages. The high peak represents the present group ; the 
three almost coincident lower curves are percentages taken 
from Wibant, Scheerer, and Brown, quoted by Dunstan.* The 
grades are taken at intervals of a dioptre, the refraction being 
reckoned as the average between the two meridians (as advocated 
by Edward Jackson’). It will be seen at once that the group 
contains roughly twice as many individuals with a refraction 
between +1 and —1 as do the groups of other observers. 
A refraction approximating to emmetropia would therefore 
seem to be one of the factors influenced by the selection. It 
is not, however, the only factor. The two highest errors found 
were +4.5/+0.5 | and —2.75/—0.75 |, both in girls entirely 
free from headaches or eye strain, but wearing their correction. 
The hypermetrope had a convergent strabismus in addition. 
In 22 of the 56 eyes refracted the error was very slightly minus, 
which is rather more than would be expected in the general 
population, though in standard figures, such as Hertel’s*—who 
in 12,331 eyes found 10 to 15% myopic, 30% emmetropic, 
and 50 to 55% hypermetropic—it is never clear whether myopia 
of less than one dioptre is counted as emmetropia or not. 
Eleven of the 28 girls wore their correction at work ; seven 
more had bought glasses from sight-testing opticians, but 
never wore them. Five of the 56 eyes were absolutely 
emmetropic so far as could be made out without a mydriatic— 
a high proportion compared with the generally accepted figure 
of 1 to 2% for the general population. All the eyes except 
two (the partially amblyopic eye of the squinter mentioned 
above and the left eye of an almost emmetropic girl with 
a small corneal scar) had full visual acuity, varying from 6/6 
to 6/4. It would appear that a low error of refraction is an 
advantage, but that a moderately high error, if corrected, is 
no bar. The correction of the low errors does not seem to 


be necessary. 


Master Eye and Hand 
Three of the girls showed a left master eye ; one of these 
was left-handed, one ambidextrous, and one right-handed. The 
rest were right-eyed and right-handed. 


Muscle Balance 
The results in this group of tests are very interesting, ag 
they show a much higher degree of binocular vision than was 


found in the analysis of the symptom-free R.A.F. recruits, ° 


Considering distance tests with the Maddox rod first, we found 
in 15 girls no imbalance, in four a slight exophoria of less 
than 14, and in nine an equally slight esophoria. In none 
was there any vertical imbalance. (Grieve and Archibald found 
5.3% with deviations of more than 44 horizontal or 1.54 
vertical in their R.A.F. group.) 

The results on the wing test were equally good. Twenty-two 
of the 28 showed.a lateral deviation of 24 or less, and all 
of these saw the arrow quite steady (11 saw it dead on 01 
all the time) and with no tendency to slip on the scale. Of 
the remaining six, two saw the arrow slip out to 44, one to 
64, and one to 34 (esophoric), and so would have been 
counted normal by the usual standards, leaving two only really 
abnormal. One of these—the squinter with high hypermetropia 
—saw the arrow at 114 (esophoric), but usually suppressed 
her left eye; the other, a left-handed girl with doubtful 
binocular vision for near objects, also saw it at 114 (esophoric), 
This is very different from the findings of Grieve and Archibald, 
who stated’ that 23.6% showed lateral deviations of 44 


. or more and vertical of 14 or more. It would appear, 


therefore, that orthophoria for near vision is more definitely 
selected than is approximate emmetropia. 

Further investigations into the binocular condition at the 
near point were done, using a stereoscope, and testing also 
convergence, voluntary convergence, and the results of the cover 
test. 

Stereoscopic Vision 

A simple stereoscopic card (the two arrows) was first shown. 
The girl with the accommodative squint had doubtful apprecia- 
tion of depth, but all the others except one (also doubtful, but 
apparently otherwise binocular) saw the perspective correctly 
at once. They were then shown a very difficult stereoscopic 
test which has so far not been extensively used. It is one of 
the set of rotating stereograms (Livingston) used in the R.A.F., 
and represents a variety of small objects (camels, palm trees, 
and pyramids) which should appear at varying depths that are 
stereoscopically unconnected with and often at variance with 
the relative size of the objects Thus, for example, the 
largest camel is not the nearest, so that judgments based on 
size and probability are ruled out. If all the objects are 
seen in their right relationship the person has better than 
normal stereoscopic vision. Of these 28 girls, six saw all the 
objects correctly. In a control group of 30 nurses and medical 
students of the same ages picked at random, only two could 
perform this test correctly. Of the remaining 22 girls, six 
got some of the objects correctly placed and 16 could not do 
the test. This is a performance much better than the average 
as at present known for this test. 


Convergence, Voluntary Convergence, and Cover Test 

Convergence on an object held up to four inches from the 
eyes was present in all. In one it was poorly maintained, this 
girl being the non-squinter with doubtful stereopsis mentioned 
above. Voluntary convergence was present in 23 of the 28, 
though it was fair in three and poor in four of them. In the 
five in whom it was not present the cover test showed con- 
vergence in one and divergence in five. In the 22 of the 23 
with voluntary convergence the cover test showed nothing and 
the remaining one a slight left exophoria. This girl had 
a myopic astigmatism, but worked without glasses and stated 
that her eyes were sometimes tired. She had been on the 
job for four years, and liked it and did not want to give it up. 
She spent a lot of her spare time reading. The five without 
voluntary convergence are interesting. One was the squinter, 
who of course used only one eye for the work. One was 
emmetropic and-worked without difficulty. She stated that 
she thought she had lost the power of voluntary convergence 
after diphtheria, which had involved her eyes. Another 
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ee 
emmetrope complained of tired eyes and occasional headaches 
six months on the job. The fourth complained of sudden 

‘nc in her eyes and “ blackness ” suggestive of migraine. The 
fifth was myopic and ‘tended to read monocularly. She had 
ional migraine. She had done the job for seven years, 

tut did not like it much. 


Headaches 


| Bleven girls said they never had headaches, five said they 


jad a headache at their period, and three had a history sugges- 
five of migraine. Of the eleven without headache all had 
yluntary convergence, or were monocular for near work. One 
gated that she had headaches at the cinema but not at work ; 
ynother said that being indoors too much gave her an occa- 
sonal headache. There was no serious complaint of either 
jeadache’or eye strain. Six who did not Ifke the job com- 
plained vaguely of tired eyes. One was aged 40, and showed 
an exophoria of 64 on the wing test and poor voluntary 
convergence ; three had no voluntary convergence (described 
above). 
Recreations 

An attempt was made, by asking whether the recreation of 
choice was one involving close work, to ascertain whether there 
yas any sense of ocular discomfort after work. The recreations 
mentioned in order of popularity were reading (13 times), 
gwing, knitting, and cinemas (7 times each), dancing (5 times), 
cycling (4 times), swimming, walking, and other outdoor things 
@ times each), housework and gardening (once each). Most 
of them mentioned more than one hobby. It would appear, 
from the large number who put reading and close work first, 
that it was unlikely that there was any case of true eye strain 
in the group. None of the girls considered that the work had 
hurt their eyes in any way. 


Psychological Test 
The result of this test shows that, out of. the total of 28 
workers ranging in age from 15 to 40, 21 must be considered 
normal and well adjusted, Of the remaining 7, 4 may be 
borderline cases who, if subjected to severe strain, might well 
break down and develop psychological difficulties, and 3 show 
definite signs of disturbance. The accompanying tables show 


Taste I.—Percentage in All Groups Above and Below the Danger 














Line 

Stable Unstable 

Groups No. | Subjects | Subjects 
% % 
Superior adults (England) .. ae aie ne 23 96 4 
Superior adults (U.S.A.)  .. at an and 33 | 94 6 
Student nurses (U.S.A.) .. a ae ore 48 88 12 
Women in Services (U.S.A.) re oe as | ane 87 13 
Unselected adults (U.S.A.) .. ae see a 31 83 16 
Factory workers (England) (present group) an 28 75 25 
Young male prisoners (U.S.A.) .. axe oo | eee 68 31 
Students under psychiatric treatment (U.S.A.) .. 30 46 63 
Mental patients (U.S.A.) .. ae ae oe 1143 23 76 

Total tested 779 











the comparison between this group and other groups whose 
results have been verified by outside information, and the 
low intermediate position of the present group, which might 
have been expected as typical of unselected factory workers. 
The more detailed analysis in Table II shows very interesting 
comparisons between the different groups. 


TaBLe I].—Percentage within All Groups at Different Levels 























: Good : 
-Highest -,| Doubtful] Disturbed 
Groups No. | Group coe Group Group 
% % % % 
Superior adults (England) eee ieee 87 9 4 0 
Superior adults (U.S.A.) a oe 0 3 3 
Student nurses (U.S.A.) sic) [48 80 8 8 4 

omen in Services (U.S.A.) .. | 218 73 14 9 a 
Unselected adults (U.S.A.) ae 31 77 6 13 3 
Factory workers (England) 

nt group) ew a 28 29 46 14 11 
Young male prisoners (U.S.A.) | 225 44 24 16 15 
Students under psychiatric treat- 

Ment (U.S.A.) .. ay $6 30 33 13 23 30 
Mental patients (U.S.A.) .. | 143 13 10 14 62 
Total tested 779 
im 














Comparison of the results of this test on these workers with 
the results on the other known groups shows that the factory 
workers come out where they might be expected to be found: 
they are below the superior adults, the unselected adults, the 
student nurses, and the women in the Services. In the highest 
group they have a smaller percentage than the prisoners or 
the students who are in the hands of a psychiatrist, but they 
have a much higher percentage of “good average.” Their 
percentage of “seriously disturbed ” individuals (11%) is lower 
than that of the prisoners (15%) or of the students (30%), 
but markedly higher than that of the superior adults, both 
English and American. It.is also higher than among the 
student nurses and women in the Services, who will, of course, 
have been caréfully selected on the basis of screening tests. 
The workers appear to compare badly with the American group 
of “ unselected adults.” Unfortunately Harrower-Erickson gives 
no information on the make-up of this “ unselected” group, 
but if it was a true random sample of the adult population 
we must assume that these workers include some neurotics who 
make satisfactory adjustments at this particular job. This may 
well be true, and, if it is, it would indicate that this type of 
work suits some types of neurotics. Obsessionals—for example, 
compulsion neurotics—and some anxiety cases might find a 
haven in this work, since it makes little or no demand 
on intelligence or responsibility and reassures them by its 
monotony. 

It should be stated that most of the disturbing signs shown 
by these workers are signs of general or focal anxiety, and it 
may be that some of this can be accounted for by the fact 
that they are living through a period which for many of them 
must involve acute emotional strain. Those with the least 
psychological resistance are likely to show more signs of 
disturbance than they would in time of peace. 

Study of individual records shows some interesting corre- 
spondences with the information gathered from the girls when 
their eyes were examined. Of the six who said that they did 
not like the job two show signs of considerable disturbance ; 
both give very meagre and attenuated records. One of these— 
the only one who tried to avoid doing the psychological test— 
revealed in her interview that she had had a nervous breakdown 
and still suffers from night terrors. The other complains of 
headaches at the back of her head, which she says she has’ 
always had; and she states that her mother has them too. 
Neither of these girls has full voluntary convergence. Of the 
remaining four, two were previously cooks and much preferred 
that work to their present job,.which they said they would 
leave directly the war ended. Their responses also revealed 
instability. Of the remaining two, one had a history suggestive 
of migraine, but her Rorschach reaction-was normal ; the other 
gave a very excellent Rorschach result, which shows that the 
job is not using her full ability. 

Of those showing the highest scores (best adjustment) one 
was the charge hand who had been on the job 13 years, four 
were perfectly content in the job, and two were superior girls 
who thought the job monotonous and were obviously capable 
of taking more responsibility than they were given. It is of 
interest that the only girl whom the management considers 
unsatisfactory is the one who gives the best Rorschach record 
of the whole group. She has a very rich full set of responses 
with no single weak sign: It may well be that she is too good 
for this job and is wasting a large part of her ability. 


Conclusions 


In studying this group of people selected by trial and error 
and found empirically to be able to do excessively close work | 
without fatigue, certain characteristics stand out—namely, their | 
extremely highly developed stereoscopic sense and muscle 
balance at the near point. This would appear to be more 
characteristic and more important than their refraction, though 
selection has worked to improve the average of this as well. 
The few complaints of dislike of the job came from persons 
with phorias rather than with high refractive errors. This is 
encouraging, since it should mean that by treating phorias more 
people could be fitted for close work. 

From this it follows that if one wishes to predict whether 
any given person will be suitable for continued close work, 
certain criteria can be suggested. The person should be 
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orthophoric on the wing test, should have no hyperphoria, and 
should have well-developed stereopsis and a corrected visual 
acuity of 6/6. Failing this, the subject should be monocular 
for near ‘vision. 

On the psychological side it cannot be claimed that testing 
is necessary for the selection of workers for this particular 
department, since the management, from long experience, only 
tries girls whom it has good reason to think will prove suitable. 
Those who show fatigue during the training period are not 
retained. We are not in a position to generalize as to what 
type of human being is best suited for this work, but, on the 
evidence of this one test, we might say that, although a few 
neurotics may be able to do it, the safest group are the good 
average people who are not unduly blessed with imagination 
nor are highly intelligent—a statement which probably holds 
true for any repetitive factory process. If, therefore, selection 
tests in industry were contemplated, the factors on which 
\judgment of fitness for close work should be based would 
appear to be, in order of importance: (1) binocular balance ; 
(2) refraction ; (3) psychological stability. 

It would seem likely to be of advantage, in industrial and 


other processes such as that described, to test the candidate © 


with these points in mind before starting training, which 
otherwise may only prove to be a waste of time. 
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THE ACTION OF ELECTRIC BLANKETS 
BY 

G. MALCOLM BROWN, D.Phil.Oxon, M.R.C.P. 
AND 


K. MENDELSSOHN,* Ph.D.Berlin 
(From the Nuffield Department of Clinical Medicine, Oxford) 


In a previous communication (Brown, Evans, and Mendelssohn, 
1943) the action of radiant-heat cradles was recorded. Con- 
tinuing this work on heating apparatus in clinical use, we have 
carried out an investigation on the action of electric blankets. 
These two methods of supplying heat to the body differ very 
much in their physical aspects, for the cradle acts mainly by 
heat radiation,t whereas heat from the electric blanket is con- 
veyed to the patient almost exclusively by conduction. It 
seemed of interest, therefore, not only to observe the action 
of the electric blanket in clinical use, but also to compare the 
effects of both methods on the same patients under similar 
conditions. The difference in physical action between the two 
methods naturally entails certain differences in efficiency, appli- 
cability, and supervision, and one of the objects of this investi- 
gation was to decide which method could be used most 
advantageously for different purposes. 


The electric blanket which we used had been supplied by 
Thermega, Ltd. It is a large heating pad of the ordinary type, 
measuring 33 by 46 in. Heat is generated by a current (mains 
supply) passing through a resistance element. The maximum 
temperature of the electric system -is limited by thermostatic 
control of the current supply. The average consumption was 
found to be about 120 watts, and varied but little with the 
temperature of the heating element. The current passing 
through the blanket was 0.511 amp. at the outset, 0.512 amp. 
after 1 hour, and 0.517 amp. after 4 hours. The total amount 
of heat produced by the blanket is therefore about 100 kilo- 
gramme calories per hour. 





*In receipt of a personal grant from the Medical Research 
Council. 

+t As has been emphasized before (Brown, Evans, and Mendelssohn, 
1943), heat conduction and convection through the air inside a cradle 
also play an important part in conveying heat to the patient, but it 
is not known how large this part actually is. 7 





The temperature of the heating element proper must be 
kept low for reasons of safety. Since the material between the 
actual heating wire and the skin of the patient is probably 
opaque for far infra-red radiation—the only radiation which the 
heater emits—it appears reasonable to assume that practically 
all the heat taken up by the patient is by conduction. 


Physiological Action f 

The method of clinical use of the electric blanket consists 
in putting the blanket on the bed, covering it with an ordinary 
woollen blanket, and placing the patient on top of this. For 
reasons which we- shall discuss later, the method of covering 
the patient has a very considerable influence on the rise in 
body temperature. In our case one woollen blanket was used 
and the patients were allowed to put their arms on top of 
the cover. By placing a thermometer on the bed in the position 
to be occupied by the patient it had been found that temperature 
equilibrium was attained only after about two hours (Fig.. 1), 
We therefore heated the blanket for at least two hours before 
the patient was placed on it. 
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Fic. 1.—Curve showing the temperatures recorded by a thermometer 
placed in the position of the patient above the electric blanket. 


The tests were carried out on volunteers, who were submitted | 


to heat treatment with the blanket for periods ranging from 
14 to 2 hours. The body temperature was determined in some 


cases orally, using an ordinary clinical thermometer, and in | 
others with an electric recording rectal thermometer. One | 


characteristic temperature/time curve showing the results with 
the electric blanket and the radiant-heat cradle is reproduced 


in Fig. 2. Both these curves show that the first reaction to | 
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Fic. 2.—The body temperature of a subject heated first with the 
electric blanket and later with the radiant-heat cradle. 


the application of heat is a decrease in body temperature. This 
peculiar phenomenon had already been observed in 9 out 
12 experiments with the radiant-heat cradle. Of the 7 case 
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investigated with the blanket, 5 showed this initial temperature 
decrease. It therefore appears that the phenomenon is quite 
generally a result of heat application and is not confined to 
heating by radiation. It was noted, however, that, whereas the 
temperature drop in the cradles occurred at 5 to 20 minutes 
after the beginning of treatment, it occurred with the blanket 
only at 30 to 90 minutes after heat was first applied. 

The average rise in body temperature which we observed 
when using the blanket was about 0.45° F. per hour (see 
accompanying Table). This is much less than has been reported 
Table showing the Rise in Body Temperatures, the Heat apparently 


taken up by the Subject, and the Heat generated by the 
Apparatus in 14 Experiments 























Case No.: 1 2 3 4 5 6 7 
Sex: M M F M M F F 
Time (min.) 120 120 120 90 90 105 90 
T’ (°F) 7 0:5 1-1 0-4 06 0:6 0:7 
Q’ (cal.) 63 20 35 15 23 17 18 
P’ (cal.) 200 200 200 150 150 175 150 
1 (°F.) .. 2:1 1:0° 1-6 2°5 0-8 0-8 0:8 
Q’(cal.)  .. 78 40 51 93 31 22 21 
P” (cal.) 970 1,300 970 780 780 875 750 














AT’: Rise in body temperature. Q’: Heat apparently taken up. P’: Heat 
generated by the apparatus when the subject was treated with the electric blanket. 
AT’, Q”, P”: The corresponding figures when the subject was treated with the 
radiant-heat cradle. 


by others. Neymann and Osborne (1934), for instance, find 
an hourly rate of rise of 1.1° F. in rectal and 1.8° F. in axillary 
temperature for the first two hours of application. This dis- 
crepancy can probably be explained by the- method of covering 
the patient. If the electric blanket is wrapped around the body 
and the arms are kept in, the rate of temperature rise is bound 
to be greater. In fact, as Epstein and Cohen (1935) have 
reported, a rise in body temperature of 1.6°..F. to 1.8° F. per 
hour can be produced without the use of any heating equipment 
simply by wrapping the patient tightly in a number of blankets 
and a rubber and a canvas sheet. 

At first sight it seems astonishing that, merely by preventing 
the loss of metabolic heat, increases in body temperature occur 
which are about as high as those obtained with quite powerful 
external heating methods. An explanation for this can be 
found by comparing the amount of heat actually taken up 
by the patient from the external heat source with his own 
metabolic heat production. In the Table the total heat (P’) 
supplied in our tests by the blanket, and the heat (Q’) apparently 
taken up by the patient, are given. This amount of heat 
“apparently taken up ” represents, however, not necessarily the 
real amount of heat received by the patient; since the calculation 
does not take account of any change in the rate of loss of 
heat by the patient through physiological processes. The total 
heat generated by the blanket (100 cal./hour) is of the same 


order as the metabolic heat itself. Only 15% (3) of this 


heat supply, however, is apparently taken up by the patient. 
It is therefore not very surprising that an arrangement which 
prevents the loss of part of the metabolic heat will heat the 
patient as quickly as an electric blanket, which, after all, 
delivers to the patient approximately only the heat which he 
normally generates himself. 


Comparison of the Electric Blanket with the 
Radiant-heat Cradle 

The same 7 volunteers were subjected to heat treatment of 
equal length with the shielded cradle described by us in our 
earlier paper. The results are given in the Table. As can be 
seen in Fig. 3, the cradle heats about twice as much as the 
blanket. The method of treatment with the cradle was that 
previously recommended by us. Twelve bulbs were used at 
first, and the number was reduced to 8 bulbs after 20 to 30 
minutes. The average rate of temperature rise observed in the 
Present research was 0.8° F. per hour. Considering the scatter, 
this result is in remarkable agreement with our previous work, 
when we found the rise to be 1° F. per hour. A slightly lower 
value was to be expected in the present tests, since in the first 
Investigation 12 bulbs had been used throughout. The tem- 
perature rise produced with the blanket was about the same 
as that observed with the unshielded cradle used in the orthodox 
way. 
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Fic. 3.—The rises in body temperature observed in 7 subjects treated 
with the electric blanket and the radiant-heat cradle. 


While it is true that the shielded cradle supplied nearly twice 
as much heat to the patient as the blanket, it is less economical, 


because it produces five times as much heat at the source (+) 
The heat taken up by the patient is only about 5% of the total 
heat generated (2). As the difference in the cost of electricity 


can in most cases be neglected, the cradle’s lack in economy 
is not very serious. 

Thinking, however, in terms of absolute quantities of heat 
taken up by the patient, the low efficiency of the cradle 
compared with the blanket requires some explanation, since the 
total amount of heat generated by the former is about five times 
the metabolic heat. It appears to us that the two main factors 
which lower the efficiency of the cradle are heat loss to the 
outside and heat loss from the patient by perspiration. With 
the blanket, on the other hand, both these factors are reduced 
to a minimum, since there is less heat loss from the heating 
element, which is placed between the bed and the patient, and 
since the covering blanket contains practically no space for the 
evaporation of sweat. Experiments to improve still further the 
efficiency of the cradle are in progress. 


Discussion 


The electric blanket has advantages which recommend it for 
certain clinical uses. It is safe and causes no discomfort at 
ordinary heating rates. When used to produce artificial hyper- 
pyrexia there have been cases of fire due to a fault in the heating 
element, but we know of nothing similar occurring in ordinary 
use. It requires little supervision. None of our volunteers 
complained of any skin discomfort, and the risk of burns is less 
than with an unshielded cradle. The shape and the position 
in the bed are but a small inconvenience to the nursing staff. 
A most important disadvantage, however, is the long period 
taken to reach the maximum temperature and the lack of 
variability of control. With the cradle it is possible to raise the 
temperature of the air around the patient’s body very quickly 
to a given degree and to maintain it at that level for an in- 
definite time. Even at its maximum témperature the electric 
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blanket raises the body temperature only half as quickly as the 
cradle. The cradle is the better instrument when heat is 
required quickly and in large quantities. When forethought is 
possible and less heat is required the blanket is to be preferred. 
To warm the waiting bed for the patient or to keep him warm 
out of doors in cold weather the blanket should be used, but 
when heat is prescribed for the victim of an accident the heat 
cradle is indicated. 

The administration of heat presents several problems, aside 
altogether from the question of its therapeutic value, which we 
do not wish to discuss. For instance, we are at a loss to 
explain the decrease in body temperature which occurred in the 
first period of treatment in a great majority of our cases. At 
the same time the skin temperature was rising rapidly to its 
final value. This effect of an artificially increased skin tem- 
perature on the body temperature needs more investigation. We 
must also keep in mind that the physiological reaction in local 
application ‘is probably quite different from that in general 
application of heat. The same dose of radiated or conducted 
heat may result in a very different response, depending upon 
its localization. It should be clear what is needed when heat 
is prescribed—an increase in body temperature or merely the 
application of warmth to the skin. Each requires its own mode 
of application. A hot-water bottle ‘is an easy way to warm 
the skin, and in many cases that-is all that is indicated. How- 
ever, 500 c.cm. of water cooling through 50° C. does not make 
an important contribution to body heat, and where this must 
be increased the shielded cradle is the instrument of choice. It 
is clear from. our observations that in the healthy volunteer 
under treatment the rate of heat loss is greatly increased. His 
skin is flushed and soon covered with perspiration. The effects 



























































patient may not be the same. A completely rational therapy 
will have to wait on a further knowledge of the relation of all 
these factors. 
Summary 
The electric blanket acts by conduction of heat to the patient. 
Even when the bed is warmed beforehand it is only half as quick 
as the radiant-heat cradle in raising the body temperature. On the 
other hand, it occupies little space and is almost foolproof. 
Our thanks are due to Prof. L. J. Witts for his continued interest 
in this work. 
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ACUTE NICOTINIC ACID DEFICIENCY 
(ANIACINOSIS) 


BY 


; B. GOTTLIEB, M.D., M.R.C.P. 
Senior Resident Physician, St. Alfege’s Hospital (L.C.C.) 


General physicians are occasionally confronted with cases of 
mental confusion or stupor in middle-aged or elderly persons 
for which no obvious cause is found. A provisional diagnosis 
of uraemia, arteriosclerotic dementia, or cerebral vascular 
accident is made and" sedatives are administered. Some cases 
are transferred to mental observation wards. Death usually 
occurs in a few days as a result of bronchopneumonia, and 
post-mortem examination may show no cause for their mental 
state. I believe that an appreciable number of lives could 
be saved if nicotinic acid (niacin) therapy was instituted rapidly 
in these patients. The following is a brief description of five 
such cases. ' 


Case I 


A woman aged 56 was admitted to Highgate Hospital (L.C.C.) 
on March 7, 1942, in alcoholic coma. She was cyanosed, with the 
pulse imperceptible. Following warmth, oxygen, and 4 c.cm. of 
nikethamide (diethyl nicotinamide) she revived. On March 8 she 
was quite well, apart from some amnesia for recent events. On the 
10th she became confused, restless, and irrational, and declined all 
her food. Her confusion gradually became worse, and on the 11th 
she was completely disorientated as to time and space, wandering 
about the ward and talking loudly. Transfer to the mental observa- 
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tion ward had to be considered. Apart from nystagmus no physicaj 
abnormality was noted. 100 mg. of sodium nicotinate and 2§ m ‘ 


of thiamin were given intravenously. A few hours later she was - 


quieter and less confused. Subsequently she was given daily 200 mp 
of sodium nicotinate intravenously, 100 mg. of nicotinic acid Orally, 
and 25 mg. of thiamin. After a total dosage of 400 mg. of nicotinic 
acid in 28 hours she was greatly improved. She was well orientateq 
as to time and space, and quiet and co-operative, remaining so untij 
her discharge on April 2, 1942. Two months later, when seen as 
an out-patient, she had no recurrence of mental symptoms and was 
perfectly well. She was a heavy drinker, mostly of beer, and he; 
diet consisted mainly of white bread, butter, and tea, and some 
boiled vegetables. She hardly tasted meat. Her gastric juice showed 
complete achlorhydria. Her blood W.R. was negative. Electro. 
cardiograms revealed left ventricular preponderance but no other 
abnormality. - 
Case Il 


This patient, a woman aged 76, was admitted to St. Alfege’s 
Hospital on March 12, 1943, in a state of mental confusion, dis. 
orientation, restlessness, and frothing at the mouth. She was incon. 
tinent of urine and faeces. The mental symptoms had developed 
gradually during the past week. She was markedly anaemic, with 
petechiae and purpura over the whole body and large bruises on 
both legs. The blood count showed R.B.C. 1,000,000, Cl. 14, 
granulocytes 2,100. Her diet had consisted almost entirely of bread, 
margarine, and tea for the past few months. She was almost totally 
blind owing to bilateral cataracts, and her aged husband was a 
chronic invalid, hence the difficulty of obtaining a suitable diet, 
She was considered to be suffering from nicotinic acid deficiency, 
scurvy, and pernicious anaemia. As she was seriously ill, nicotinic 
acid, ascorbic acid, and liver injections were immediately given. 
Following 300 mg. of nicotinic acid by mouth in 24 hours -her 
mental state had improved dramatically. She was conscious, 
rational, and co-operative, and the control of her sphincters was 
satisfactory. She was still disorientated as to time. After a total 
dosage of 600 mg. of nicotinic acid by mouth in 48 hours she was 
mentally clear, and remained so until her discharge from hospital 
on May 17. The petechiae and bruises disappeared within a week, 
after 1,500 mg. of ascorbic acid injections had been given. The 
anaemia responded satisfactorily to liver therapy. 


Case Ill 


A man aged 46, a publican and a heavy drinker of rum and beer, 
was admitted to St. Alfege’s Hospital on June 7, 1943, with ischio- 
rectal abscess. He was mentally normal on admission. Owing to 
chronic alcoholism his diet had always been erratic. Four years 
previously he had had a sore tongue, with cracks which took many 
months to heal. Since June 2, when the abscess developed, he had 
had almost no food apart from alcohol. On June 7 the abscess was 
incised under spinal anaesthesia. Twelve hours after the operation 
he became delusional and hallucinated, but had insight into his con- 
fusion. He was worse at night, when he was noisy and disturbed 
the other patients. Transfer to the mental observation ward was 
considered. When seen by me on June 10 he was confused and 
completely disorientated to time, but was aware of his confusion. 
His mouth and tongue were fiery red and dry, but no other physical 
‘abnormality was noted. Although he was subsequently unaware of 
this examination he was able some days later to give a vivid descrip- 
tion of his delusions and hallucinations. After a total dosage of 
600 mg. of nicotinic acid by mouth in 36 hours his mental state, as 
well as his tongue, became normal, and remained so until his dis- 
charge from hospital on June 21. When seen one month later as 
an out-patient he was. perfectly well. The gastric juice showed 
hypochlorhydria. The blood W.R. was negative and the blood urea 
normal. 

Case IV 


A woman aged 62 was admitted to St. Alfege’s on Sept. 16, 1943, 
in a state of mental confusion and disorientation. She had 
always been a small eater, and, according to her husband, “ picked 
at her food like a baby.’”’ Since the death of her son a year ago 
her appetite had become even worse; but, apart from chronic con- 
stipation, her general health remained fairly good. Following some 
mental shock a month before admission, she became listless and 
could only be persuaded to take bread soaked in milk. There was 
no. history of alcoholism. The angles of her lips became cracked 
three months previously. Her memory began to fail two weeks 
before admission and she was confused and disorientated, with incon- 
tinence of urine. Her tongue was sore for 10 days. Her symptoms 
grew progressively worse. She was given orally 90 mg. of thiamin 
and 150 mg. of nicotinic acid daily from the time of her admission 
until Sept. 27, without improvement. 

When I first saw her on Sept. 27 she was confused and dis- 
orientated to time and space. She was incontinent of urine, and 
her memory, especially for recent events, was grossly impaired. She 
was a small thin woman, with an inelastic and dehydrated skin. 
Her nose was red and the backs of her hands were smooth and 
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shiny. The tongue was red, angry-looking, and completely deficient 
of papillae. Her lips were swollen and inflamed with fissures at 
poth angles (she had worn no dentures for 12 months). There was 
pilateral blepharitis, with purulent conjunctival discharge, and she 
had obvious bilateral circumcorneal injection but no corneal ulcers. 
There was no evidence of nystagmus or peripheral neuropathy. 
Investigations resulted as follows: Blood W.R., negative; C.S.F., 
normal ; blood urea, 42 mg. per 100 c.cm.; blood count, normal. 


A test meal on Oct. 29 showed the presence of free HCI in normal - 


amounts. The barium test meal was normal. 

The mental symptoms considered relevant were followed up accord- 
jng to the routine mentioned by Sydenstricker and Cleckley (1941). 
Nicotinic acid orally had no effect on her illness, but response was 
rapid after intramuscular injection of nicotinic acid. The lips as 
well as the tongue improved with nicotinic acid, but riboflavin was 


necessary before the fissure on the right commissure healed satis- « 


factory. On Nov. 25 she was discharged perfectly well apart from 
a mild cystitis, the result of repeated catheterization. In this patient, 
although other evidences of pellagra were present, the mental 
symptoms were predominant. 


Case V 

A woman aged 71 was admitted to St. Alfege’s on Oct. 22, 1943, 
with a large, painful, malignant ovarian cyst. This was removed on 
Oct. 23 under. N,O-oxygen-ether. Thirty-six hours later she became 
confused and restless, and attempted to get out of bed. When seen 
on Oct. 26 she was completely confused and disorientated to time 
and space, and memory was grossly impaired. She had bilateral 
conjunctival discharge, with circumcorneal injection but without 
corneal ulcers. No other evidence of nutritional deficiency or of 
CN.S. or cardiovascular changes was noted. The tongue was dry 
and furred. Owing to her illness she developed anorexia, and her 
diet was grossly deficient for some months before admission. She 
was given daily 600 mg. of nicotinic acid orally, 1/2 oz. of marmite, 
and milk up to 2 pints. After receiving 600 mg. of nicotinic acid a 
marked improvement in her mental state resulted, and after 1,200 mg. 
in 48 hours her mental state became normal and remained so until 
her discharge from hospital three months later, despite complica- 
tions of bronchopneumonia and cystitis. 


Cases in the Literature 


It is now generally recognized that the mental as well as 
the skin and most alimentary-tract lesions of pellagra are 
telieved by nicotinic acid. Hardwick (1943) recently described 
12 such cases seen in Britain in a mental hospital and a mental 
observation ward. Cleckley et al. (1939) described cases of 
stupor with little or no evidence of pellagra which improved 
rapidly after nicotinic acid therapy. Jolliffe et al. (1940) 
described a syndrome in chronic alcoholics which they named 
nicotinic acid encephalopathy. The symptoms were clouding of 
consciousness, cogwheel rigidities, and uncontrollable grasping 
and sucking reflexes. Rapid recovery followed nicotinic acid 
therapy. Sydenstricker and Cleckley (1941) described cases 
with diverse symptoms of stupor, manic excitement, delusions, 
hallucinations, and disorientation: these cases showed no other 
evidences of pellagra, but responded rapidly to nicotinic acid. 
Sydenstricker (1943) suggested that the three latter groups of 
cases, as well as Wernicke’s encephalopathy, are examples of 
acute nicotinic acid deficiency, of which that of Jolliffe et al. 
is the most acute and complete. Sydenstricker postulated that 
these cases have marked functional disturbances but show no 
anatomical changes, whereas pellagra is due to chronic partial 
nicotinic acid deficiency and anatomical changes are present. 
Nicotinic acid takes part in the formation of coenzymes 1 and 
2, which are concerned in cellular respiration and possibly 
carbohydrate metabolism. Thus acute nicotinic acid deficiency 
may result in marked functional disturbances of the brain, since 
that organ has a high and more urgent requirement of oxygen 
and carbohydrate than other tissues. 

Although pellagra itself is rare in Britain (Kinnier Wilson, 
1940) it is likely that acute nicotinic acid deficiency may 
be more frequent. These cases are most likely to be seen 
in municipal hospitals or mental observation wards. As I was 
able to find reference to only one such case in Britain—by 
Slater (1942)—a brief description of the clinical features of this 
condition will not be out of place here. 


Aetiology of Aniacinosis 
(1) Elderly people living alone and in poor circumstances 
find wartime shopping especially difficult. Their diet is thus 
unlikely to contain fish, meat—particularly liver—and ° dried 


eggs, which are important sources of nicotinic acid -at the 
present time among the general population. After an acute 
infection, such as pneumonia, or an operation, they are likely 
to obtain a diet consisting of carbohydrates and fluids only: 
acute nicotinic acid deficiency may thus occur. (2) Chronic 
alcoholism due to: (a) anorexia; (b) associated gastritis and 
achlorhydria, which (c) may interfere with the absorption of 
the vitamin, nicotinic acid, which is needed for the metabolism 
of alcohol in the brain, as shown by Dewan (1943). (3) Gastro- 
intestinal disturbances such as ulcerative colitis and dyspepsias, 
organic and functional, with restricted diets and interference 
with absorption of the vitamins. 


Diagnosis 

Any of the following symptoms—mental confusion, delu- 
sions, hallucinations, stupor, manic excitement, confabulation— 
or those of nicotinic acid encephalopathy may occur (Jolliffe 
et al., 1940). Pellagra, thiamin deficiency, ophthalmoplegia, or 
other vitamin-deficiency diseases such as scurvy, as in Case, II, 
may be present. In the majority of cases, however, no other 
evidences of vitamin deficiency are found. The fiery-red 
so-called “ toxic tongue ” without loss of papillae may be noted 
in some, as in Case III. The mental symptoms are likely to 
become progressively worse after parenteral glucose-saline and 
sedatives> the usual treatment in these cases. Some cases may 
be transferred to mental observation wards. Death is likely 
to occur in 4 to 5 days, with bronchopneumonia as the terminal 
event. 

Uraemia, cerebrovascular accidents, arteriosclerotic dementia, 
frontal-lobe tumour, bromide intoxication, and neurosyphilis 
would have to be excluded. In cases of doubt, however, 
nicotinic acid should immediately be given in the large doses 
recommended by Sydenstricker. Important points in diagnosis 
are: (1) dietary history; (2) possible history of chronic 
alcoholism ; (3) response to treatment with nicotinic acid, which 
usually effects dramatic improvement in | to 2 days. It may 
be mentioned here that nicotinic acid had no effect on four 
cases of advanced arteriosclerotic dementia treated in chronic 
hospital wards on the lines suggested by Sydenstricker. 


Treatment 


1. Sydenstricker suggested 100 mg. of nicotinic acid or 30 mg. 
of nicotinamide hourly for 10 doses in the first two days by 
mouth or by stomach-tube. In stupor or noncooperative cases 
sodium nicotinate in 100-mg. doses may be administered intra- 
venously or intramuscularly. After two days 500 mg. of 
nicotinic acid daily for a few more days in 5 doses, then a 
residual dose of 25 mg. t.id: (Nicotinamide should be pre- 
scribed in cases in which vasodilatory symptoms are excessively 
uncomfortable.) It is likely that half the above dosage would 
be adequate in most cases. In encephalopathy and comatose 
or stuporous cases the full dosage should be given. 

2. Marmite 1/2 oz. or bemax 1 to 2 oz. daily. 

3. Thiamin in 25-mg. doses daily, particularly with associated 
neuropathy or ophthalmoplegia. 

4. As soon as possible a good mixed diet, including fish, 
meat, liver, milk, and vegetables. 


Summary 


Five cases of acute nicotinic acid deficiency are described. 

The clinical picture of this condition is discussed. 

It is considered that in doubtful cases nicotinic acid therapy 
should be immediately tried. 


My thanks are due to Dr. W. W. Sargant and Dr. E. Slater for 
their helpful suggestions; to Dr. S. Alexander for the notes on 
Case I, and to Dr. B. A. Young, medical superintendent, St. Alfege’s 
Hospital, for permission to publish Cases II-V. 
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At the beginning of 1943 it was decided to institute a screen 
examination of the chest for all women attending the ante- 
natal department of Paddington Hospital, as part of the routine 
general examination which they undergo. This was organized 
by the maternity department and the medical department in 
co-operation, with the help of the radiographic staff. 


The Procedure 


At her first attendance in the ante-natal department each 
expectant mother is given an appointment in the following 
week, and it was found that a single weekly screening session 
of 30 to 45 minutes enables the work to be covered without 
difficulty. With very few exceptions the mothers much appre- 
ciate this service and attend punctually, so that organization 
has been easy and has made very little demand on the hospital 
staff. The screening has always been done by the same person, 
and our practice has been to order full-size films in all cases 
where the screen examination reveals any abnormality of 
importance. For this purpose calcified foci have been 
included only when extensive, multiple, or accompanied by 
other shadows—the common small and compact Ghon focus 
or calcified gland focus being “passed” on the screen 
examination alone. 


The scheme has now been in operation for a year, with an 
average weekly attendance of 20 to 30 women. We publish 
the following summary of the results as an indication of the 
possibilities of the method. 


Total number screened in 1943 .. = ee $ >» a2s 
Total number of films ordered .. sm se is a = a 63 
Findings in the films: 
No abnormality ape as = “4 ee x ne = 2 
Active tuberculosis = ee - oa ‘s - as 
Pleural effusion .. Ss = se > an = 1 
Unilateral phthisis = = 5% be = i 1 
Bilateral phthisis .. i vas a te a | 
Possibly active tuberculosis .. te _ ag - 
Probably inactive tuberculosis or doubtful tuberculosis .. 
Calcification shadows .. . . ¥ os 
Non-tuberculous changes: 
Increased vascular shadows, general 
Increased vascular shadows, local 
Pleural or pleuro-pericardial adhesions .. 
Miscellaneous : om sm <= ~ - = i Se 
? Benign pleural neoplasm 7 SS oe afi F< 1 
Partial collapse, ? cause os om nS we a 1 
Anatomical anomaly of ribs .. Ee <e sie i 1 
Approx. percentages of tuberculous disease out of total screened : 
Active, requiring immediate admission .. me ate re 
Possibly active, requiring close observation .. oi ee so» OZ 
Probably inactive or not definitely tuberculous, but requiring 
observation rr os . = ss = ee | 
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For comparison with these figures we may take the findings 
in a group of women of roughly comparable age reported by 
Clive (1943). These were W.A.A.F. personnel, a group of 
30,000, ages 174 to 45, examined by miniature radiography. 
Clive found that 0.4% required immediate institutional treat- 
ment for tuberculosis and 0.6% required observation, of whom 
0.2% were later found to need institutional treatment. Our 
figures appear to be very similar to these. 


Comment 

The principle of mass investigation—searching for cases of 
tuberculosis among the apparently healthy—which has been 
quite extensively employed in some other countries since the 
last war, is gaining increasing adherence in this country. So 
far it has largely been confined to special groups of the popula- 
tion, such as nurses and medical students, who appear to be 
particularly exposed to the risk of tuberculosis, or those whose 
health is of special importance and who are organized in 
groups which make investigation relatively easy—e.g., Service 





a 
personnel. We think it is clear that pregnant women fajj 
into the latter category, if not into the former, and the Use 
of x rays in their supervision is both highly desirable ang 
easily practicable. While we are prepared to agree at once 
that the most suitable method of mass investigation js by 
miniature radiography, we think that until apparatus for this 
becomes universally available (which is likely to be a cop. 
siderable time) the possibilities of screen examination are by 
no means to be despised. It is clear that this method wijj 
reveal a number of cases of unsuspected tuberculosis com. 
parable with, if not fully equal to, that found by miniature 
radiography, and it has the very great advantage of universa| 
availability. Nearly every general hospital which does ante. 
natal work has a screen apparatus, and a simple system of 
collaboration between local authorities and hospitals, both 
voluntary and municipal, would make it possible to examine 
also those women who attend ante-natal clinics conducted 
outside the hospitals. In this way a very large proportion 
of the expectant mothers in the country could be brought 
under immediate observation. The method is quite economical, 
for films are needed only in about 5% of all women screened, 
and some further experience will probably enable the number 
of “unnecessary ” films to be still further reduced. : 

In this brief note we have confined our attention to 
pulmonary disease, but screen examination also has its value 
for the assessment of cases of heart disease, and draws attention 
to a certain number of cases which have been overlooked 
in the physical examination. 





Summary 


Screen examination of the chest has been included in the general 
examination of all women attending the ante-natal department of a 
general hospital. Organization was found to be easy. 

Figures are given of the number of cases of pulmonary disease 
discovered by this method. 


Our thanks are due to Mr. A. R. Hayward, senior radiographer, 
and Auxiliary Nurse E. A. Gale for their help in organizing this 
work. 
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Medical Memoranda 








Intussusception of Small Gut due to 
Foreign Body 


Intussusception of the small gut is an uncommon occurrence, 
and thé following case illustrates points of interest. 


A young man 19 years of age, employed as an electrician, was 
admitted to the Pembroke County War Memorial Hospital on the 
evening of Oct. 21, 1943. He complained of some abdominal pain, 
but this was not stressed, and pain obviously was not a prominent 
feature. The history given was that after starting to eat his lunch, 
soon after midday, he was suddenly seized with severe abdominal 
pain, distributed to the umbilical region, accompanied by vomiting. 
He walked to the surgery of the medical officer, and was ultimately 
sent to hospital. On admission his general condition was satisfac- 
tory, and he made little complaint except for the occurrence of 
several bouts of vomiting. His temperature was 99.8°; the bowels 
were opened that morning. 

Examination showed the presence of. a smooth circular mass, 
slightly tender, of ill-defined edges, and situated on the right side 
a little below the umbilicus; it was movable transversely. The abdo- 
men was opened that night by Mr. A. B. Davies. Dilated small 
gut presented in the wound, and the lower right abdomen was 
occupied by a curved intussusception about 8 in. long and situated 
about 12 in. from the ileo-caecal juncture. Attempts at reduction 
failed, and resection of gut with end-to-end anastomoses was carried 
out. Convalescence was uneventful. Subsequent examination of 
the removed gut showed the invaginating portion to be gangrenous, 
while one half of a steel screw occupied the lumen of the bowel at 
the apex of the intussusception. 


The absence of urgency in clinical findings of this case con- 
trasted with the gangrenous state of the gut in the intussuscep- 
tion. The swallowing of the steel screw which initiated the 
condition probably resulted from the habit of technicians of 
using the mouth as a temporary receptacle for such objects 
during their mechanical operations. 


M. S. Burke, M.B.. B.CH. - 
G. R. Wittiams, M.B., B.CH. 


County Hospital, Haverfordwest. 
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THE EXTRA PHARMACOPOEIA, VOL. II 


The Extra Pharmacopoeia : Martindale. Twenty-second edition, Volume II. 
(Pp. 1,217. 27s. 6d.) London: The Pharmaceutical Press. 1943. 


Volume II of the 22nd edition of the Extra Pharmacopoeia has 
now appeared. This completes the second of the editions which 
have been prepared by Mr. C. E. Corfield and his assistants 


"for the Pharmaceutical Society. It was a matter for great satis- 


faction when the Pharmaceutical Society took responsibility for 
the Extra Pharmacopoeia, but that is a responsibility which we 
hope is giving it a headache. It is to be feared that so long as 
many copies are sold the. Pharmaceutical Society will be satis- 
fied that all is well. All is not well. To say this is not ‘to 
cast any reflection on Mr. Corfield. If a pharmacologist were 
to write a reference book on chemistry, Mr. Corfield would be 
the first to pat him on the back and say, “ Well, poor chap, 
he did his best, but what does a pharmacologist know about 
chemistry? ” Nevertheless a chemist, with no pharmacological 
adviser at his elbow, prepares the Extra Pharmacopoeia, a book 
dealing largely with new drugs and recent advances in medi- 
cine. It is not enough to refer special subjects to medical 
men. At the end of the preface there is a list of medical men 
from whom advice on certain sections has been obtained. 
These no doubt give excellent advice in their own line, but they 
do not help the editor-in-chief to take that balanced view of 
the whole field which only a person whose principal work in 
life is a knowledge of the action of drugs and their uses can 
enable him to take. It is surely the duty of the Pharmaceutical 
Society to find such a person to be at least co-editor of the 
Extra Pharmacopoeia. 

The Society displayed a progressive spirit in 1926 when it 
founded Pharmacological Laboratories. It still maintains these 
laboratories, but there is an astonishing lack of connexion 
between them and the Society’s publications. There has been 
litle evidence in the British Pharmaceutical Codex of 1934 or 
in the two editions of the Extra Pharmacopoeia that these works 
have had the benefit of that kind of pharmacological advice 
which can only be given by those engaged in or trained in 
research. In what way does the book suffer under the present 
arrangements? It suffers because it includes a mass of data 
which is probably of no interest to anyone. For example, when 
Volume II was opened by chance, page 163 appeared. This 
page contains a detailed account (in very small print) of 
the determination of rotenone in derris. Now, who is interested 
in this? It may be that the Extra Pharmacopoeia is aiming at 
the whole world. It may hope to catch the analytical chemists 
as well as the doctors. For, of course, the analytical chemists 
are glad to know how to determine rotenone, particularly if 
Mr. Corfield is so obliging as to tell them how they can really 
do it. Surely, however, this is too much. The congestion is 
now too great. The Pharmaceutical Society should no longer 
tolerate this jumble of pharmacognostical information and 
analytical methods on the one hand with new drugs and 
advances in medicine on the other. They have two volumes. 
Cannot the one volume be used for the one, and the second 
for the other? Cutting down, however, there must. be. 
The small print makes the book something which many will 
avoid. It can no longer be carried in the pocket, so why not 
make it larger and as easy to read, say, as New and Non-Official 
Remedies? 

The analytical parts and laboratory methods are done well. 
The new drugs and uses are done less well. There are strange 
Omissions. Pethidine is not mentioned in spite of a paper on 
this substance in the Society’s own journal in 1940 (Quart. J. 
Pharm. Pharmacol., 13, 318). Pethidine is an important 
drug capable of relieving pain in those who cannot tolerate 
any of the opium alkaloids or heroin because these produce 
nausea and vomiting. Neither is there any mention of thiourea 
or thiouracil, the compounds now used for thyrotoxicosis. These 
are serious points which ought to persuade the Society to look 
for a competent adviser who can speak with authority as co- 
editor on matters medical. It is granted that there are very 
few to be found. 








The Pharmaceutical Society, by its publications the Codex, 
the Extra Pharmacopoeia, and the Quarterly Journal, performs 
a valuable public service. To point out defects in these, and 
the need for improvements, is not to belittle this service, but 
is to indicate how this well-disposed Society, which we all 
respect, can make itself still more useful. 


ACUTE MEDIASTINITIS 


Acute Infections of the Mediastinum. By Harold Neuhof, M.D., DS., 
F.A.C.S., and Edward E. Jemerin, M.D., D.S., F.A.C.S. (Pp. 407; 
illustrated. 33s.) London: Baillitre, Tindall and Cox. 1943. 


It is fortunate that acute mediastinitis is not a very common 
disease, and therefore this volume, which contains detailed 
records af 100 personal examples of the condition, is of great 
interest. Neuhof’s work on lung abscess is already well known, 
and any publication by him demands serious consideration. 

After surveying the literature, the authors describe their 
cases, which they divide into four groups: those secondary 
to trauma of the oesophagus, those preceded by upper 
respiratory infections, those following infection of the lung 
or pleura, and finally those of miscellaneous aetiology. In no 
less than one-fifth of all the examples mediastinitis was due 
to trauma by instruments passed into the oesophagus—a 
warning to those who embark upon this form of endoscopy. 
However, the most common cause of acute mediastinitis was 
an upper respiratory infection, such as a retropharyngeal or 
cervical abscess." The surgical anatomy and pathology and 
the clinical features are discussed in great detail. The radio- 
logical diagnosis of the various forms of mediastinitis is well 
described and illustrated, and the treatment, both conservative 
and surgical, is considered at length. The authors state. that 
a diagnosis of perforation of the oesophagus is an indication 
for immediate operation, but in other cases the presence of an 
abscess should be established, if possible, before drainage is 
undertaken. 

Owing to the rapidity with which spread occurs in 
mediastinal infections, they will always carry a high mortality, 
and one object of this book is to draw attention to the circum- 
stances likely to produce an acute mediastinitis, in order that 
they may be avoided. ‘The book will be of particular interest 
to those who specialize in thoracic diseases, and it should be 
read by all who practise oesophagoscopy and gastroscopy. It 
is unfortunate that a certain lack of dogmatism, particularly 
in the sections on treatment, lessens the practical value of this 
interesting work. 


EMERGENCY SURGERY 


F.R.C.S. Fifth 
75s.) Bristol: 


edition. 


Emergency Surgery. By Hamilton Bailey, 
John 


(Pp. 969; with 1,039 illustrations (some coloured). 
Wright and Sons. 1944. 


Like the book on clinical signs by the same author this may be 
described as a medical best seller. The new edition is a triumph 
of patience and perseverance on his own part and that of his 
publishers, for not only were the original type and blocks 
destroyed by enemy bombing, but this printing again suffered 
air-raid damage when it was nearing completion. All branches 
of surgery are covered, including specialties such as ophthal- 
mology, oto-rhino-laryngology, and gynaecology, but details 
of fracture treatment beyond the principles applicable to 
compound fractures are not included. The chapter on the 
eye is written by Mr. Eugene Wolfe ; those on the ear, nose, 
and throat are by Mr. E. Watson-Williams. These are excellent 
contributions, which make good reading and blend well with 
the remainder of the text. 

The book as a whole is reminiscent of Lejar’s Urgent Surgery, 
for which some years ago we had a great regard and to the 
author of which Mr. Hamilton Bailey pays tribute. We should 
like to see the vertical incision for draining a thoracic empyema 
recommended and illustrated, but our chief differences of 
opinion with the author are in the section on head injuries, 
notably with the view that the unconscious patient should be 
laid flat in bed, that compound fissured fractures of the skull 
should be left alone unless physical signs are present, and that 
extradural haemorrhage is often bilateral. The tourniquet 
illustrated on page 563 is in our opinion futile, and it is better 
to arrest haemorrhage from scalp wounds by putting haemostats, 
not as advised on the whole thickness of the scalp, but on the 
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cut edge of the galea aponeurotica, which is then retracted 
towards the wound edge. Nor can we agree with the statement 
that dehydration should not be practised for 48 hours after 
a head injury; it is at this period that its effects are so often 
needed to limit brain swelling and check oedema. These 
criticisms, however, merely emphasize our high regard for the 
book as a whole. An appendix contains some useful addenda 
culled from recent papers, and thereby adds to the value of 
this edition by bringing it thoroughly up to date. 


MEDICAL LIBRARIANSHIP 

A Handbook of Medical Library Practice. Edited by Janet Doe. 

$5.00 or 30s.) Chicago: University of Chicago Press ; 

Cambridge University Press. 

The American Library Association has performed a valuable 
service to all librarians and those who use medical libraries by 
publishing A Handbook of Medical Library Practice. The book 
is comprehensive and covers the whole subject in an admirable 
manner. The first chapter deals with development, distribution, 
and administration, with appendices showing libraries which 
possess over 100,000 volumes, and libraries outside North 
America listed under countries. This is followed by chapters 
on periodical and book selection and ordering, cataloguing, 
subject headings, classification, pamphlets and pictures, maps 
and microfilms, rare books and the history of medicine, and 
reference works, including an annotated list. 

The question of classification is always of interest, and the 
various methods now in use are adequately expounded. An 
over-elaborate classification hinders rather than helps the 
reader. The aim should be to provide a simple but efficient 
means of locating books or journals on a given subject. The 
chapter on rare books and the history of medicine has an 
appendix in which are listed bibliographies, biographies, and 
general histories by localities and subjects—a very instructive 
and useful chapter. The final chapter, on works of reference, 
is interesting and informative, and gives. an annotated list of 
reference books. To sum up, the whole material is excellent, 
and the editor and her colleagues deserve all praise for 
producing this long-wanted volume. 


(Pp. 610. 
London: 








Notes on Books 


The Unfit made Fit (Longmans, Green and Co.; Is.) is the fourth 
in a series of illustrated booklets produced by the British Council 
under the general title ‘‘ Britain Advances,’’ in which Dr. Haro_p 
Bate has written an up-to-date account of rehabilitation in the 
medical sense of the word. Modern methods and developments in 
this field are described in a way understandable to the general 
reader, and there are many good photographs illustrating the text. 


As is intimated in its title, Venereal Diseases, by A. CAMERON 
Ewina, in E. and S. Livingstone’s Catechism Series consists mainly 
of question and answer. The questions are for the most part well 
chosen and the answers accurate and sufficiently full for the student 
‘or general practitioner. There are a few points which call for 
criticism: (1) The uninitiated might think from para. 4 of page 26 
that congenital syphilis could arise from an infected father without 
the mother having suffered from the disease. (2) The section on 
the Wassermann reaction is most inaccurate. Complement is not 
generally considered part of the haemolytic system, and in the 
account of the test proper no antigen (extract) is included. (3) Iodides 
are prescribed for early syphilis on page 43 and stated to be 
“probably of no use” on page 50. (4) More might have been 
said about false-positive serum reactions in suspected syphilis, and 
the same applies to the use of cultures in gonorrhoea, especially in 
tests of cure of the female. With the above reservations, this little 
book (price 1s. 6d.) can be confidently recommended ; Major Ewing 
has had a very considerable experience of his subject and has made 
his points with care and lucidity. 


A. New Conception of Keratoconjunctivitis Sicca (Keratitis 
Filiformis in Hypofunction of the Lachrymal Glands), by HENRIK 
SjJOGREN, is published in Sydney at 25s. by the Australasian Medical 
Publishing Company. In 1933 Sjégren in a supplement to the Acta 
Ophthalmologica (Supplement II) gave an excellent survey of the 
scattered ophthalmic and general literature on the association of 
unusual conjunctival and corneal reactions with xerostomia and 
polyarthritis. This material, together with his own clinical and 
histological observations, fully established keratoconjunctivitis sicca 
as an independent and by no means rare clinical entity. Sjégren 
and others have since expanded our knowledge of the syndrome, 
which is now generally known after him, and the fullest account 
available in English was contributed by Sjégren in 1940 to Ridley 


i 


and Sorsby’s Modern Trends in. Ophthalmology. Dr. J. Bruce 
Hamilton of Hobart, Tasmania, rightly considered Sjégien’s mono. 
graph, published in German, to be worthy of an English translation 
and he has carried out his task well. The numerous photomicro. 
graphs have been well reproduced, though they lack the sh 
definition seen in the original publication. The selected list of 
references given by Dr. Hamilton in a foreword and his own pog. 
script help materially to bring the monograph up to date. 


A Mixed Bag: Recollections and Reflections of a Surgeon, by 
W. BERNARD SECRETAN, M.B., F.R.C.S., is an unpretentious account 
of the busy and happy life of one who settled in Reading as , 
partner in general practice, became specially interested in Surgery, 
and eventually devoted himself entirely to it. The author was 
attached to the Royal Berkshire Hospital and shows a justifiable 
pride in his recollections of it, for dur'ig his time the hospital] 
developed greatly in size and in scope. M1. Secretan’s social interests 
have also been wide and his recreations have ranged from hunting 
to sketching, not forgetting motoring, in the earlier stages of which 
he took a very active part. The book is well illustrated by photo. 
graphs, several of which were taken in various parts of the world 
when the author, soon after qualification, made two extensive voyages 
as ship surgeon—a course which he cordially recommends to young 
doctors before they settle down*in practice. The book will be of 
considerable interest to the author’s many friends, and it can be 
recommended to any who would like to follow the developments 
of medical practice during the past forty years. It is published a 
Reading by the Crown Press, Caxton Street, at 6s. 


—_—- SY 
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AN INTERCOSTAL DRAIN 


Dr. James PuiLp writes from the Mayday Hospital, Thornton 
Heath: 


The type of intercostal drain described and illustrated below 
has been designed by Mr. Peter Ayres of St. Mary’s Hospital 
and used with success. ; 

It consists of an intercostal tube fitted with an obturator. 
The tube is bevelled off at one end in order to form a complete 
curve with the end of the obturator, and is held in position by 
a metal disk which lies against the chest wall. The disk has a 
rectangular aperture in the centre, through which the tube 
passes, two sides of the aperture fitting into slots in the tube, 
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which pass into, but not through, the tube wall and therefore 
do not occlude the lumen of the tube. The disk is held in 
position on the chest wall by two small strips of elastoplast. 

The advantages of this tube appear to be: (1) With the 
obturator in position, a rounded end is formed which facilitates 
introduction. (2) Should the tube become blocked, it can 
easily be cleared by inserting the obturator. (3) The disk holds 
the tube securely and obviates the possibility of it slipping out 
of position ; it has also been found to be more comfortable than 
the usual method of securing by a safety-pin. 

Mr. Ayres would like to thank Mr. F. Swinton, M.D. 
F.R.C.S., medical superintendent of Mayday Hospital, 
Croydon, for his help and advice ; also Messrs. Down Bros. 
who make the tube. 


- 


Burroughs Wellcome and Co. have published an annotated review 
of the properties and uses of pethidine hydrochloride, the synthetic 
analgesic and antispasmodic drug, which has recently been the sub- 
ject of extensive clinical’studies. Copies of this pamphlet are avail- 
able to members of the medical and allied professions on application 
to Burroughs Wellcome and Co., 12, Red Lion Square, London, 
WAC. : J 
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CHEMOTHERAPY AND PNEUMONIA 


The successful clinical trials with sulphapyridine in the 
treatment of lobar pneumonia reported by Evans and 
Gaisford' were followed by confirmatory reports from 
workers in different parts of the world. In their original 
work Evans and Gaisford observed a case mortality of 
8% in a hundred cases of lobar pneumonia of mixed type, 
against 27% in an equal number of controls, of similar 
age and sex, given non-specific treatment. In a later paper 
Gaisford’ reported a fatality rate of 6.5% in a hospital 
which in the preceding years had had a rate of 22%. 
Although lower case mortalities than these have been 
recorded by some observers, the available - evidence 
suggests that as a result of the introduction of chemo- 
therapy the case fatality rates of cases treated in hospital 
have been reduced to about a third of the previous level. 
The simplicity of administration of sulphonamide drugs 
suggests that just as favourable results could be obtained 
at home as in hospital. That this can be achieved was 
demonstrated by Rosenthal, MacCall, and Pratt,’ who 
found a case fatality rate of 3.8% in 132 cases treated at 
home with sulphathiazole. These sensational results in 
the control of pneumonia have tended to overshadow the 
importance of this disease, which still remains a major 
problem in public health : over 76,000 deaths were attri- 
buted to this cause during 1940-2 in England and Wales. 
The effect of the new therapy on the mortality of the whole 
population cannot be precisely determined. The lack of 
knowledge of the number of cases and the fluctuating 
trend of the disease permits of only an approximation of 
the improvement, which W. J. Martin* estimated to be of 
the order of 10%—considerably below that found in hos- 
pital experience. A possible explanation is that the age 
constitution of hospital patients is different from the general 
population T. Anderson® produced evidence that sulphon- 
amides are less effective at the extremes of life. He 
showed, from the notifications and deaths of the City of 
Glasgow, that the improvement under 1 year of age and 
at ages 45 and over was considerably less than at other 
ages, and the poorer results obtained at the extremes of 
life masked the large improvement in the middle age 
groups. The ratio of deaths to notifications for 1939-41 
a a percentage of 1922-38 was 70.5 for all ages, while 
for ages 1-10, 10-20, 20-45 it was 46.2, 35.3, and 42.3. 

It is very difficult to obtain extensive and reliable mor- 
bidity data in Britain, but in the United States the position 
appears to be somewhat easier. Ungerleider, Steinhaus, and 
Gubner,® making use of the records of the Equitable Life 


1 Lancet, 1938, 2, 14. 

2 Proc. roy. Soc. Med., 1939, 32, 1070. 

3 New Engl. J. Med., 1942, 226,845. ~~ 
4 British Medical Journal, 1942, 2, 540. 

5 Ibid., 1943, 2, 779. 

6 Amer. J. publ. Hith., 1943, 33, 1093. 








Assurance Society of the United States, have examined 
the present trend of pneumonia compared with that of 
the recent pre-sulphonamide period. Their data consisted 
of the records of the employees of large industrial organiz- 
ations who were insured for health and life under a group 
policy. These numbered over 100,000 and covered the 
period of working life ; 62% were in the age groups 25-44. 
The incidence of pneumonia had increased during the later 
part of the period covered, from 2.52 per 1,000 in 1937 to 
3.18 in 1941. The mortality was 54.7 per 100,000 during 
1935-8 and 11.9 for the period 1939 to June, 1942. This 
fall was very much larger than in the general population ; 
the death rate in New York City declined by less than 
50% from 83 in 1935-8 to 45.3 in 1940-1. The more 
favourable age constitution of the industrial group, which 
excluded the very young and old ages, was responsible 
for the difference. The measure of benefit resulting from 
chemotherapy was larger than the death rates indicated, 
since the case mortality among the industrial workers fell 
from 20.8% in the first period to 3.9% in the second. 
Not only has mortality been reduced but the course of the 
disease has also been shortened by the modern treatment : 
during the first period the average duration of non-fatal 
pneumonia illness was 43 days, and during the second 36 
days. 








HYGIENE, MORALE, AND DESERT VICTORY 


The conditions that obtained in the Western Desert were 
so local and exceptional that much of the knowledge that 
can be distilled from the experiences of the Eighth Army 
therein cannot be applied directly in plans for military 
enterprises elsewhere. Nevertheless the Middle East 
campaign, and especially the Battle of El Alamein, are 
well worthy of deep study by military scholars, and offer 
much of real value to such as are concerned with or 
interested in military medicine. To the latter the thought- 
ful article by Lieut.-Col. H. S. Gear appearing in this 
issue will serve as a useful ‘introduction, for in it most of 
the hygiene lessons are clearly displayed. 

The fluctuating excursions of the Eighth Army and the 
Afrika Korps to and fro across Cyrenaica had ended in 
the summer of 1942 on the Alamein line. The Eighth 
at this time was composed of pitiless men soaked in war, 
fully trained and experienced, but dispirited. To it this 
rhythmical rushing forwards and backwards seemed to 
contain no promise of finality. It was no longer a 
European but a Desert Army, with its own cultivated and 
characteristic attitudes and habits. It was an Imperial and 
not a British Army, and partly for this reason was the 
finest and most finished instrument of war thus far fashioned 
by the Allies. Because of its peculiar constitution and 
unusual experience it needed an exceptional commander 
if its qualities were to be most advantageously exercised. 
For this position General Montgomery was chosen. In 
him this somewhat arrogant and truculent amalgam of 
Imperial types secured exactly what it needed. Here was 
an outstanding student of military affairs with a long and 
sound record, an ascetic flamboyant martinet, an eager 
fighter with a fierce faith in himself. Strongly reinforced 
and abundantly equipped with guns and aircraft from 
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home and with aircraft and tanks from America, the 
Eighth quickly accepted its picturesque and unconventional 
General and came to share his opinion that it was an 
independent and invincible formation engaged in a more 
or less private crusade. These are matters of great medical 
interest, since it is a well-established fact that there is an 
inverse relation between the level of the morale and of 
the training and experience of a formation on the one 
hand and the incidence of sickness and of battle casualties 
on the other. Much sickness derives directly from low 
morale, for disability is commonly nothing more than 
depicted disinclination. The unspoiled desert is a healthy 
environment, but like all others it can quickly be trans- 
formed into a disease-breeding cesspit if occupied by great 
numbers of human beings untrained in the techniques of 
establishing between themselves and its novel and ungentle 
conditions a harmonious relationship. Men experienced in 
combat are less likely to become casualties than are the raw 
and uninoculated. 

The incidence of sickness among the veterans of the 
Eighth at this time was remarkably low, as was to be 
expected, for they felt themselves dedicated to a high pur- 
pose ; they had faith in themselves and in their leader. 
The self-reliance of those loose-limbed sun-tanned youths, 
evoked so skilfully, endowed them with an eager positive 
desire to be healthy ; and healthy they were. Moreover, 
they had, during the previous two years, become “ salted,” 
adapted, and now were able to flourish biologically under 
the conditions of desert warfare. Not so the reinforce- 
ments, for, complete as their education and training had 
been, they had yet to face the supreme test. They still 
needed time to make psychological and physiological 
adjustments. Nevertheless, even among them the incidence 
of sickness was low, for they were carefully tended by the 
Medical Services; they knew that they ‘stood on the 
threshold of great adventure, and that they were being 
sympathetically watched by an astonishing man who had 
invited and gained their staunch allegiance and had raised 
them into a partnership with himself. This low incidence 
of sickness could have served as a true measure of the 
prospects of victory. It is among the disinterested, the 
disillusioned, and the already defeated that sickness rages. 

The tactical and medical problems at’ Alamein differed 
from those of all other battles on the Western Desert. Here 
the Wavell plan of striking at the flank on the coast and 
encircling the other ending on the desert could not be 
adopted ; the enemy line had to be breached by a frontal 
attack. Furthermore, ideas concerning the combined and 
integrated action of Air Force and Army and the tactical 
use of armour had been evolving rapidly, and at Alamein 
the latest were tested. The forces engaged were numeri- 
cally more or less equal, but the Eighth was the better 
equipped. Rommel—General Montgomery’s self-chosen 
personal adversary—was absent, and his deputy was 
completely deceived concerning our intentions and over- 
whelmed by General Montgomery’s resourcefulness and 
quick thinking. Montgomery struck at night with guns, 
aircraft, and infantry. Night after night the breach in 
the enemy’s line was widened and deepened until it was 
complete. Through it the armour passed far out behind 





the enemy infantry, to spread panic among these and to 
force the enemy armour to give battle. Rommel, returning 
post-haste, was left with no alternative other than to pull 
out remnants of his armour and his best mobile units and 
to race back across Cyrenaica, leaving all the rest behind. 
The Eighth, always close on his heels, reached E! Agheila 
inside three weeks. It was during this chase that our troops 
became exposed to grave danger, against which only the 
Medical Services could hope to protect them. The country- 
side had been thickly populated with Germans, Italians, 
and Arabs, and was now rank with pollution. It is under- 
standable that a fast-retreating and defeated army cannot 
bury its dead. But it is always surprising to find that 
German soldiery fouls its own nest with a thoroughness 
that is truly Teutonic. Food scraps abounded everywhere, 
and so it was that flies in their millions pervaded everything. 
From these and similar perils the Eighth was safeguarded 
in the manner described by Col. Gear, and there is much 
strength in the argument that differences in the quality of 
the Medical Services of the two armies and in the sanitary 
habits, personal and public, of our men and of the enemy 
respectively were largely responsible for the result of the 
Alamein battle and of the Middle East campaign. 





ao | 





TOXAEMIA OF PREGNANCY AND HYPER. 
TENSIVE STATES 


Golden, Dexter, and Weiss! again call attention to the 
fact that pregnancy toxaemia is often followed by 
permanent and progressive vascular and renal damage. 
Whereas in the past the resultant injury was thought to 
be chronic glomerular nephritis, workers in America, 
Germany, and Great Britain have in recent years repeatedly 
demonstrated that the most constant sequel is hypertension. 
Some have gone so far as to suggest that glomerular 
nephritis is never caused by pre-eclampsia and eclampsia, 
but Golden and his colleagues report that, in addition to 
hypertension, renal lesions do occur ; these are generally 
nephrosclerosis or chronic vascular nephritis, but a con- 
dition indistinguishable from chronic glomerular nephritis 
is sometimes found. About 25% of women who develop 
pre-eclampsia or eclampsia are left with permanent vascular 
disease. Indeed Browne and Dodds,” taking an unusually 
strict standard for normal, put the figure as high as 50%. 
Toxaemia complicates 6 to 9% of all pregnancies, so that 
two out of every hundred women who begin. pregnancy 
with a normal blood pressure and renal function develop 
permanent hypertension. Once a pregnancy complicated 
by toxaemia is terminated the blood pressure tends to fall 
and often returns to normal. In some cases, however, it 
never reaches the pre-pregnancy level, and in others it rises 
again after a latent period of months or years. The ultimate 
effect of the toxaemia cannot therefore be judged until one 
or two years have elapsed. Once established, the vascular 
disease tends to progress, and, indeed, may assume the form 
of malignant hypertension. Death from cerebral haemor- 
rhage, cardiac or renal failure is the final outcome. Golden 
and his colleagues do not agree that an inherited predisposi- 
tion to hypertension is a factor in the aetiology of pre- 
eclampsia and eclampsia. 

The severity of the toxaemia bears no relation to the 
incidence of sequels ; in fact, vascular damage occurs more 
frequently after pre-eclampsia than eclampsia. It is the 


1 Arch. intern. Med., 1943 72, 301. 
2 J. Obstet. Gynaec. Brit., Emp., 1939, 46, 443. 
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duration. of the toxaemia which chiefly determines its after- 
effects, and even the mildest toxaemia, if allowed to persist 
for longer than three weeks, is likely to prejudice the future 
health of the patient. The teaching of most obstetricians 
—that pregnancy should be terminated if the toxaemia does 
not clear up completely after three weeks’ conservative 
treatment—is endorsed by Golden’s observations. In the 
present state of knowledge induction of labour without 
undue delay, even when there is no immediate risk from 
the toxaemia, would appear to be the only feasible way 
of trying to prevent the late sequels of hypertension and 
nephrosclerosis. 


VACCINATION AGAINST SMALLPOX 


The occurrence of smallpox in a Middlesex hospital is a 
reminder that only a small minority of us are resistant to 
this dreadful infection. At present rather less than half 
the infant population is being vaccinated, and, apart from 
certain medical and nursing staff and, since the war, men 
and women in the Services,.revaccination is seldom done. 
As immunity after primary vaccination lasts only for 5 to 
7 years, it follows that the bulk of the population is 
susceptible, so that when a smallpox scare occurs vaccina- 
tion or revaccination on a wide scale becomes essential. 
Unfortunately, vaccination in these abnormal circumstances 
is not always carried out with the care it needs, and many 
of those who, because their vaccination did not “ take,” 
were regarded as immune are in fact still susceptible and 
are examples of inefficient vaccination. The proper pro- 
cedure for effective vaccination has recently been set out 
fully and lucidly in a pamphlet for the instruction of 
Army medical officers.1 This has been done because 
unfortunate incidents have occurred abroad, and too often 
men who were regarded as insusceptible have on revaccina- 
tion shown normal “ takes.” Vaccine lymph after purifica- 
tion is stored at —10°C. in single-dose capillary tubes, or 
in ampoules containing 25, 50, or 100 doses. When the 
lymph is issued the date of issue is written on the label 
as “date of manufacture,” and this lymph can be used 
up to 14 days after issue if kept at a temperature of 
0 to 10° C. If refrigeration is not available, the lymph must 
be used within 7 days of issue. In doing the test the site 
of inoculation should be cleaned with soap and water and 
then rubbed with ether or spirit ; non-volatile antiseptics 
(e.g., iodine or mercuric chloride) must not be used. With 
the skin dry, the lymph is expelled from the capillary tube 
using a small rubber expeller (obtainable from Baird and 
Tatlock Ltd.) or the teat of a baby’s feeding-bottle. If 
ampoules are being used for large-scale vaccination, 
sterilized and cooled Hagedorn needles are dipped in the 
lymph, 3 or 4 needles being used -in rotation to allow 
proper cooling after sterilization. Scarification is done 
through the lymph or with the needle freshly dipped in it. 
Ordinarily a single linear scratch one-quarter inch long is 
sufficient. The incision is made slowly with the skin taut 
and only deep enough to cause a slight exudation of the 
serum without blood ; otherwise the lymph may be washed 
away, In the presence of an outbreak of variola major 
three well-spaced incisions may be made to give a more 
solid immunity. It is important that the lymph be allowed 
to dry before the application of a dressing of sterile, but 
hot antiseptic, gauze kept in place by. adhesive strapping. 
The vaccinated arm should preferably be rested in a sling 
and should be examined after 2, 4, and 7 days. Three types 
of reaction are recognized : (1) immediate, where immunity 
is high, characterized by redness or papules within 8 to 
72 hours and fading quickly ; (2) vaccinoid or accelerated, 
Where some immunity exists, and the reaction (papules 


1 Army med. Dept. Bull., Supp. No.9 Nov., 1943. 








plus vesicles) reaches its maximum in 3 to 5 days; and 
(3) the well-known primary vaccinia where immunity is nil. 
If there is no response by the fourth or fifth day, and 
immunization is urgent, vaccination may be repeated on 
the fifth day. If three attempts fail with lymph that has 
successfully vaccinated others, then, and only then, should 
the individual be classed as insusceptible. A point that 
recent Scottish experience has established is that successful 
vaccination in the incubation period need not give absolute 
protection against the infection. 

An objective test for assessing individual resistance to 
the smallpox virus would be of great help. An in vitro 
test has, in fact, been described by Nagler,* who found 
that potent vaccinia virus had the same property as 
influenza virus of agglutinating fowl red cells, and that this 
property could be neutralized by mixing the virus with 
antibody-containing serum from rabbit or human. Cor- 
roboration of this finding is needed. Meanwhile the practi- 
tioner would do well to refresh his memory on the clinical 
features of smallpox: the influenza-like onset, sometimes 
with prodromal rash (if petechial or haemorrhagic the 
outlook is grave) ; the centrifugal distribution of the rash, 
which can be properly appreciated only if the patient is 
completely stripped; and the inexorable march of the 
lesions in stages, not in crops, from papules through 
vesicles to pustules. ; 


HOW TO BREAK OFF ALCOHOL 


Some interesting papers have appeared during the last few 
years® *> on a method of curing a taste for drink, and the 
results show that by its means a considerable number of 
confirmed heavy drinkers have abstained for. periods vary- 
ing from six months to five years. The number of patients 
treated was 1,042 by last year.» The method makes use 
of a conditioned reflex. The patient, who must be willing 
to be cured, attends for four to eight treatments, which 
may be given over a period of from seven to twenty-eight 
days. When he comes he is given his favourite drink 
to which a dose of emetine hydrochloride has been added: 
The dose is in the neighbourhood of one grain. This leads 
to nausea ; and when this appears a further dose of emetine 
is injected which causes vomiting in two to eight minutes. 
By repeating this procedure several times on different occa- 
sions the patient then finds that he becomes nauseated and 
vomits when he takes a drink which does not contain 
emetine ; and even the smell alone causes nausea. 

In the first paper, written -by W. L. Voegtlin, the treat- 
ment described was more complicated and consisted in 
an initial injection of emetine, pilocarpine, and ephedrine, 
which led to very violent vomiting. When nausea appeared 
“all types of liquor” were pressed upon the patient, 
together with draughts of warm water, which made vomit- 
ing easier. Apparently emetine is now used alone, though 
the details of treatment are not given in the later papers.* ° 
It is curious that emetine should be given by injection, 
since emetine causes vomiting by a direct local action on 
the stomach wall rather than by an action on the medullary 
centre ; and it would be more logical to use apomorphine 
if a central emetic is necessary. Voegtlin, however, dis- 
carded apomorphine because its action was too short and 
because it made the patients sleepy. Possibly he used 
too small doses of emetine by mouth (from 0.5 to 1.0 gr.), 
fot emetine by mouth should in theory be enough, without 
recourse to any injection. There has been a careful follow- 
up’ of nearly all the patients, and out of the total of 1,042 








2 Med. J. Austral., 1942, 1, 281. 

3 Amer. J. med. Sci., 1940, 199, 802. 
4 J. Amer. med. Ass., 1942, 120, 269. 
5 Amer. J. med. Sci., 1942, 203, 525. 
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treated in 5} years 86% abstained for six months and 76% 
for twelve months. About 60% abstained for three years ; 
but after five years only 40% held off. The decline 
in the strength of the conditioned reflex is of course to be 
expected unless it is reinforced from time to time by a 
repetition of the treatment. Dr. H. Reese uses this method 
in Madison, Wis., on chronic alcoholics who appear in 
court and who wish to be cured; they are detained for 
thirty days. Reese regards it as the only effective method 
of treating alcoholics. They must, however, be willing. 


BLOOD GROUP FACTORS IN TISSUES AND 
BODY FLUIDS 


For a long time it has been known that the specific anti- 
genic substances of the ABO blood groups are not con- 
fined to the red blood cells. They are present in most 
tissues and body fluids—for example, in saliva, sweat, 
urine, digestive juices, milk, pericardial and pleural fluids, 
and in serum, but not in cerebrospinal fluid. They occur, 
too, in pathological conditions—in tumours and the fluids 
of hydroceles and ovarian cysts. It is thought that the 
A or B antigen in recipients’ tissues and body fluids plays 
a large part in neutralizing anti-A or anti-B agglutinin in 
the plasma of universal-donor blood, while as a result of 
the interaction of antigen and antibody little or no anti-A 
or anti-B is found in pools of plasma.or serum from donors 
of all the four blood groups. It has generally been con- 
sidered that the blood-group antigens M and N occur 
only in the red cells, for several experienced workers have 
failed to detect them in tissues and body fluids, although 
their presence in malignant tumours has been reported, 
and Kosjakov_ and Tribulev in 1940 claimed to have found 
them in normal tissues. That the Rh antigen was similarly 
restricted to the red cells has been thought to account for 
the very damaging effects of maternal anti-Rh agglutinins 
on the red cells of her child in the production of haemo- 
lytic disease of the newborn, whereas antibodies of the 
ABO system reaching the foetus meet antigen not only in 
the red cells but also in tissues and body fluids. 

A most important report of finding the M, N, and Rh 
antigens in tissues has been made recently by Boorman 
and Dodd'; they also found them in saliva, but in only 
small amount compared with the large quantities of A and 
B in saliva. They state that the Rh antigen is widely dis- 
_ tributed in tissues, but is almost entirely absent from body 
fluids, perhaps because it is only slightly soluble in water. 
To explain the failure of the Rh antigen in foetal tissues 
to neutralize maternal anti-Rh and prevent haemolytic dis- 
ease, Boorman and Dodd suggest that the absorption of 
agglutinins crossing the placenta from the maternal to the 
foetal circulation is effected by antigens in the body fluids 
and that tissue antigens play little, if any, part. Similarly, 
in the few cases in which the ABO system of groups may 
be the cause of haemolytic disease and the baby probably 
belongs to the “ non-secretor ” class, the maternal antibody 
is not neutralized because of the absence of antigen from 
the body fluids. Hartmann has shown that while the ABO 
antigens occur in the tissues of both secretors and non- 
secretors, and are present in alcohol- and water-soluble 
forms in secretors, they do not occur in water-soluble form 
in non-secretors and are therefore almost completely absent 
from their body fluids. Boorman and Dodd conclude that 
if the following two conditions are satisfied haemolytic dis- 
ease of the newborn may result: (1) an incompatibility 
between the maternal serum and the foetal erythrocytes, 
and (2) an insufficiency of the corresponding antigen in 
the body fluids of the foetus. : 


1 J. Path. Bact., 1943, 55, 329. 
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If, as Boorman and Dodd's report of its presence in 
saliva suggests, the Rh antigen occurs in the body fluids 
even in only small amounts, then its passage across the 
placenta from the foetal to the maternal circulations is 
easier to understand. How the Rh antigen, thought to be 


confined to the red cells, could get across the placenta has - 


baffled everybody. 


OCCUPATIONAL THERAPY IN NEW ZEALAND 


So successful is the front-line convalescent depot run by 
the New Zealanders in the South Pacific that 95% of battle, 
accident, and sickness casualties return to their units as 
Grade I fighting soldiers. This depot fills the dual role of 
reducing front-line wastage to a minimum and of tackling 
the problem of rehabilitation at its source. The depot 
promptly repairs, salvages, and rebuilds. Many of the 
staff worked at the remedial hospital at Rotorua, which 
treated military cases from all over New Zealand, and 
they have a wealth of practical knowledge. Each patient 
progresses through stages of exercise which are interesting 
in themselves and which help him to forget his ailment. 
No one has a chance to brood; he can walk, play, read, 
and learn something about gardening, bookkeeping, art 
metal work, or whatever interests him. Those who have 
undergone amputation get from occupational therapy an 
immediate training in some art or craft—a new interest 
and stimulus in life. This front-line depot is a highly suc- 
cessful experiment as a prelude to the wider facilities 
available at the newly built modern establishments in New 
Zealand for the treatment of all disabled soldiers. 





IRRESPONSIBLE JOURN ALISM 


In recent weeks medical organizations and practitioners 
have had a flood of inquiries, mainly from the North of 
England, as to the value of vitamin D in the treatment 
of arthritis. Most, if not all, of these inquiries can be 
attributed to an unsigned article published in a popular 
newspaper at the end of last year, in which high hopes 
of a cure by this treatment are held out to sufferers from 
arthritis. How much this article owes to an article printed 
in an American periodical a few weeks earlier is perhaps 
a matter for speculation, but there is no doubt as to in- 
formed American opinion on this kind of medical journalism 
in general, and on the treatment of arthritis with massive 
doses of vitamin D in particular. In a leading article in 
the Journal of the American Medical Association’ irre- 
sponsible journalistic efforts of this nature are rightly and 
roundly condemned, and the treatment in question is put 
in its proper perspective with the following quotation from 
New and Non-official Remedies, 1943 (Council on Phar- 
macy and Chemistry of the American Medical Associa- 
tion) : “ Clinical evidence does not warrant the claim that 
massive doses of vitamin D are of benefit in chronic 
arthritis. .. .” This view is doubtless shared by the 
majority of medical men in this country who have had 
wide experience in treating arthritis and of the diverse 
methods that have been advocated from time to time. The 
distasteful task of shattering the falsely raised hopes of 
chronic arthritics is one that might well be spared the 
already overburdened practitioner and official. It is, 
however, the disillusioned sufferer who is most in need 
of sympathy, but it is hard to see how these distressing 
incidents are to be avoided unless lay journalists writing 
on medical topics can be persuaded to be factual instead 
of sensational. 


1 J. Amer. med. Ass., Nov. 27, 1943, p. 839. 
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DIETARY SURVEYS 
CONFERENCE OF THE NUTRITION SOCIETY 


A whole-day conference was held last month at the Lon- 
don School of Hygiene and Tropical Medicine, to discuss 
budgetary and dietary surveys of families and individuals. 
The subject was introduced by Sir JOHN BoypD Orr, F.RS. 
Since nutrition will be the most important factor during 

st-war reconstruction, the duty of the research worker 
must lie in supplying the facts upon which the legislator 
may base his action. 


How Much is Spent ? 
Mr. A. G. Jones of the Ministry of Food discussed the 


. possibilities of finding out the adequacy of nutrition in the 


community by means of budgetary analysis. This method was 
pased, he said, on the study of purchases and expenditure, 
and gave a comparatively rough indication of the dietary 
intake. The budgetary survey, moreover, yielded data relating 
to the family as a whole, rather than to the individual members 
of the house, who might receive more or less than their fair 
share of the food available. The housewife had first to provide 
a statement of the stocks of food in hand. She must then 
account over a stated period, usually one week, for all the 
food used, whether taken from stock, purchased, received as 
gifts, or grown on the allotment. Meals taken outside the 
house must be allowed for by reducing the estimate of the 
number of persons fed, at the rate of 5% of one person’s 
total week for a midday meal, or 2% for other meals. A 
man having six midday meals out would thus count as only 
70% of a man in the final division of the total weekly food 
intake by the number of persons in the family. Corrections 
in the opposite direction must be applied for meals given 
to visitors, or for food wasted or given to animals. Small 
items such as sweets, snacks, chipped potatoes, and drinks 
might be ignored. At the end of the week the stock of food 
in hand was again counted. ; 

Certain difficulties in taking a fair random sample of the 
population for survey could not be overlooked. The compila- 
tion of the budget was laborious, and mothers with small 
children might decline to participate. Outside observation 
might also introduce unusual psychological factors. The house- 
wife might feel on her mettle to provide good meals for her 
family and to avoid wasting food. In subdividing samples 
of the population according to income a complication arose 
on account of the different expenses which the “ house- 
keeping money” was intended to cover in different families. 
There was urgent need for standardization in interpreting the 
results of surveys. In particular it was difficult to convert 
data relating to children into “man units,” because the needs 
for the various nutrients were not related to the adult need 
in the same proportion. Thus the protein need of the growing 
child would be relatively greater than the carbohydrate need. 


How Much is Eaten ? 


Dr. E. R. BRANSBY, also of the Ministry of Food, said that 
dietary surveys might be related to units of different sizes. 
Thus a statistical study might be made of the food resources 
of a whole country. By this means Orr had recently estimated 
that to supply everybody in this country with proper nourish- 
ment meat production would have to be increased by 25% 
and milk production by 65%. Other surveys had been based 
on a more detailed examination of the food consumption of 
smaller groups, such as institutions and families, and of 
individuals. An important object of family surveys was to 
find the effect on food consumption of such factors as income 
and family size. Social class also seemed to influence the 
choice of food—e.g., in the greater consumption of milk by 
“professional ” families than by working-class families enjoying 
the same incomes. Three types of study were generally 
employed. The “ precise” method (developed in America by 
Atwater and first used in this country by Noel Paton in 1900) 
involved the weighing of items of food before they were eaten. 
It was so slow and laborious that it was difficult to obtain 
the co-operation of a properly selected random sample of the 





population. The “logbook” method was much simpler, and 
had been used successfully for four years in the Wartime Food 
Survey. A record was kept of all food as bought, or a careful 
estimate was made of the amounts of food used as they were 
eaten. In the “questionary ” method the informant was asked 
to record. at one interview all her purchases over a previous 
period. In this method inaccuracies were almost certain to 
occur. A golden rule for all comprehensive dietary surveys 
was that food data should be recorded immediately either 
after purchase or before consumption. Data supplied from 
memory must be regarded with suspicion. There was, however, 
much scope for the development of short-cut techniques in 
dietary surveys. Estimates of the food as eaten might be made 
in homely measures, the housewives being provided with 
standard tablespoons and teaspoons, together with diagrams 
of pieces of food of different sizes. Plaster models of helpings 
of meat, vegetables, etc., would be even more useful if obtain- 
able. In the statistical analysis of data an immense amount 
of time and labour might be saved by using punched cards, 
which were fed into an appropriate calculating machine. 

The degree of accuracy of the results of dietary surveys was 
open to discussion. In 1937 McCance and Widdowson stated 
that by the use of tables of food composition individual food 
intakes of the various nutrients could be very accurately 
assessed. While this might be true for the average nutrient 
content of a number of diets, there was not enough experi- 
mental evidence for such a definite conclusion in regard to 
individual diets, in the estimation of which numerous sources 
of error must be recognized. A grading of the intake of each 
nutrient as good, fair, poor, or very poor was probably as 
much as might be expected. Statistics as to the influence 
of the number of families examined on the reliability of the 
data obtained were important in order to minimize the labour 
of conducting surveys. A recent calculation had shown that 
collection of data from 100 families yielded as much informa- 
tion as from 300 families. 


Housewives’ Data 


Mr. F. LE Gros Criark of the Children’s Nutrition Council 
next went into the question of the allocation of food within 
the family. He pointed out that when the supply of food 
was just enough for the adequate nutrition of the family when 
distributed in the best possible way, any faulty distribution 
must result in the malnutrition of the less-favoured members. 
Investigation of the distribution was made difficult by social 
prejudices. If housewives were asked for intimate details of 
their economy they usually became suspicious, and so far 
only minor attempts to solve the problem had been made. 
In any working-class family one suspected that the mother 
would be the worst-fed member. 

Miss MARGARET GRANT of King’s College of Household and 
Social Science reiterated the difficulties involved in dietary 
surveys, and in the comparison of the results of different 
workers. Her experience with students had shown that the 
proper recording of all dietary items was very laborious. A 
second portion of any dish might be refused in order to avoid 
the trouble of recording, or the very conscientious student 
might accept unwanted second portions merely to counteract 
this tendency. The worker should have no official connexion 
with the people examined, since their conduct must not be 
influenced by desire to please, either to obtain favours or 
to avoid disciplinary action. Realization of the difficulties of 
obtaining accurate records from students, who had plenty of 
time to spare for the work, made Miss Grant sceptical of the 
value of data supplied by housewives, who were usually 
overworked without any additional responsibilities. 

Miss D. E. HOoLitinGswortn of the Ministry of Food 
mentioned the work of the Wartime Food Survey. During 1943 
about 1,000 families had been visited each month, representing 
3,000 individuals. Refusals to collaborate had mostly been 
from middle-class families. The problems investigated had 
included the effect of prices on the purchase of foodstuffs, the 
costs of nutrients when bought as different foodstuffs, the 
amount of vegetables available for purchase, particularly in 
Scotland, and the amounts of nutrients derived from rationed 
and unrationed foodstuffs respectively. In many instances 
spontaneous comments had been written by housewives on 
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the backs of their ration books, and these were given full 
consideration. 

The value of the “questionary” method was defended by 
Miss M. W. Cooper of the Oxford Nutrition Survey. An 
intelligent visitor could obtain a wealth of information in the 
course of an hour’s interview, with a careful inspection of the 
housekeeping budget and accounts. The agreement between 
the estimated expenditure and expenditure actually accounted for 
was much closer in lower- than in higher-income groups, pre- 
sumably because a poor woman had to take greater care in 
spending her money. Dr. B. WooLF suggested that the value 
of nutritional surveys would be much increased if the previous 
health histories of the families concerned were collected. 


Large-scale Surveys 


The organization of large-scale surveys was described by 
Mr. L. Moss of the Wartime Social Survey, a social research 
unit working for Government Departments. He thought that, 
since nutrition was becoming accepted as an agreed national 
interest, research workers should not allow present shortcomings 
in accuracy to stop them from organizing large-scale surveys. 
The methods used must take due account of social factors, 
which might be as serious in their effect as biochemical factors. 
Over the kast two years Dr. Gertrude Wagner and other workers 
of the Wartime Social Survey had participated in nutrition 
surveys which fell into three main types: (1) studies of the 
kinds of food eaten in different groups of the population, 
together with such questions as when and where meals were 
eaten ; (2) studies of the consumption of particular food items 
such as oatmeal, potatoes, or milk ; (3) studies of cooking 
habits or the methods used in preparing and cooking certain 
foods. The arrangements for large-scale surveys must be very 
carefully made. Since the nutrition expert could not exercise 
personal control over the collection of all information, he must 
give precise and detailed instructions for the collection of 
information. But before formulating his instructions he must 
have an adequate knowledge of the people who were to be 
the subject of the investigation, and it was here that the 
sociologist played his part. To obtain a fair degree of 
precision and detail in the material resulting from surveys the 
persons who actually collect the data must be well trained in 
social research. Some scientific training was also desirable, 
in order that they might understand exactly what kind of 
information was required by the nutrition expert. The recent 
survey on cooking habits was a good example of the need for 
collaboration between laboratory worker and sociologist, the 
former discovering the conditions essential for the preservation 
of nutrients, and the latter finding how far these applied in 
common practice. 

If the results of surveys were to be put to national advantage 
the nutrition research worker must ensure that his material was 
representative of large groups. A useful device, employed by 


‘the Survey.to find out for the Ministry of Food what items 


entered into the diets of civilians, was to stratify the subjects 
into groups according to employment, and to take random 
samples within these groups. Thus the population was divided 
into light and heavy factory workers, outdoor workers, clerical 
workers, and housewives. The amount of detailed work was 
large, and the mass of data might become overwhelming if 
handled by ordinary methods, but this difficulty might be 
overcome by mechanical tabulation. 


Questions of Accuracy 


Prof. M. GREENWOOD, F.R.S., spoke on the statistical validity 
of methods .used in budgetary and dietetic surveys. It was 
satisfactory that the most recent value of about 3,200 calories 
calculated from budgetary surveys for the energy requirement 
of an average man doing an average day’s work was in 
excellent agreement with the figure worked out 30 years ago 
by means of direct calorimetry. By both methods the variation 
between individuals of the same weight and activity -was about 
12%. Budgetary surveys had indicated wide variations in the 
amounts and quality of food bought by different families, but 
the physiological and pathological effects of these differences 
could not be appraised without long and continuous observa- 
tion. Mere determinations of the calorific intake of a com- 
munity in a stable state of nutrition would do nothing more 


a 
than verify data which had already been verified ad nause 
but the information obtained might be valuable jn ‘a 
unstable state of nutrition by allowing the rapid detection 
of disequilibrium. An experiment carried out at Millbank 
Penitentiary in 1822, and the experience of the Army at 
Kut-el-Amara in 1916, suggested that the critical leve] for 
a population compelled to do moderate manual work was not 
much below 2,600 cals. In 1924, and again later, the budge 
survey method was used to assess the calorific intakes of miners 
during economic distress. In each instance communities were 
found whose intake was dangerously near the critical level 
The children of Durham miners’ families, with an intake of 
oniy 2,830 cals. per man unit, were found by anthropometric 
examination to be below the average for the county, 

Wing Cmdr. Yates suggested that in dietary surveys a wide 
field might first be covered with a low degree of accuracy, 
and after this preliminary orientation a small field could . 
studied with a higher degree of accuracy. Dr. JOHN Yupxy 
mentioned a survey in which mothers and children in families 
which spent less than 7s. 3d. per person per week on food were 
found to be inferior in various ways to those in families 
spending more. Prof. J. R. MARRACK criticized the view that 
in large surveys errors would inevitably cancel out. This would 
not be true of systematic errors, such as that introduced by 
the refusal of certain types of housewife to collaborate. 


Family Spendings 

“The Family Income and Variation of Expenditure on 
Food” was the subject of a paper by Prof. A. L. Bow:ey 
of the Oxford Institute of Statistics. He translated jnto 
mathematical terms the generalization which stated that with 
increase in income the expenditure on primary needs increased 
absolutely, but diminished as a proportion of the income. Thus 
examination of a recent collection of budgets indicated that 
when the income per “man” was 209 to 239 pence per week 
the expenditure on food was 53%; when the income was 
420 to 475 pence the expenditure on food was only 42%. In 
making these calculations allowance must be made for savings, 
and for the inclusion in the family of lodgers and of children 
old enough to contribute part of their earnings to the family 
income. 

Dr. R. F. GEORGE suggested that “‘ income recipient” was a 
better term than “earner,” since persons receiving pensions, 
etc., were included. The period of one week was too short 
for surveys of expenditure, since there might be great variation 
from week to week. Items such as clothing and furniture 
occurred at irregular intervals. Meals taken at school and 
canteens complicated calculations of expenditure on food. The 
present disintegration of families introduced another difficulty. 
Domestic conditions after the war might possibly be so changed 
as to make all previous surveys have little more than historic 
interest. 

Dr. CaraDoG Jones of Liverpool University went into the 
relation between expenditure on food and on other items. 
“Cost of living” was related to expenditure rather than to 
income, and with families having the same income expenses 
might be high in this running into debt and low in those 
saving. A general tendency might be noticed to consider things 
that were customary as being necessities. On this standard 
an adequate diet was one which would support existence 
without too much absence from work. The percentage of the 
income spent on food, rent, and fuel decreased as the income 
rose. Thus in very poor homes, which incidentally contained 
the most children, 50.4, 25.8, and 11.8% of the total income 
was spent on these three items in the order given ; in midd 
class homes the proportion was 20.1, 10.8, and 5%. In com- 
pensation, expenditu2 on “ miscellaneous” items was much 
greater in the rich than in poor homes, being 55.8% as com- 
pared with 7.5%. The cost of living was much greater in 
urban than in rural areas, but attempts to adjust pensions, 
etc., between town and country dwellers on this basis had 
often led to confusion. 

Mr. C. MaDGE emphasized the divergencies in expenditure 
on food that might occur in families with the same income. 
In a survey in Leeds in 1942 two sets of families of the same 
numbers and incomes were made up for comparison whos¢ 
mean savings amounted to 4 and 14% of their incomé 
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ee 
espectively. In the first group 45% of the total income was 
resPO'on food, and in the second only 41%. The families 
with lesser savings also spent more on tobacco, and it was 
noteworthy that in other families with more than two children 
-more money was usuaHy-~spent by the father on beer and 
tobacco than was devoted to the upkeep of the additional 
children. ‘ } ; 
the community to buy more food. This particularly applied 
to elderly persons, who in the past had been expected both 
to work little and to eat little. With the rising average age 
in this country it might be necessary to encourage more vigour, 
and better feeding, in old age. Examinations at Peckham 
Health Centre had indicated another type of person, young in 
years but suffering from anaemia, and restrained and unenter- 
prising in behaviour, who might benefit if persuaded to spend 
more money on food. 

Mrs. FowKE described a survey carried out on a group of 
adolescent boys whose individual appetites and preferences were 
spread over such a wide range that the calorific intakes varied 
from 2,000 to 4,185 cals., and the vitamin A intakes from less 
than 2,000 to about 9,000 i.u. daily. Dr. B. Wootr criticized 
the adequacy of the B.M.A. standards for nutrition. He 
calculated that on the basis of these standards it would not 
be necessary, as urged by Orr, to increase the production of 
milk and of other protective foodstuffs, but that considerable 
reductions in all foods except wheat could be allowed. The 
monetary allowance for food, according to Beveridge, fell 
slightly short of the amount necessary for adequate nutrition, 
but the provision for clothing was so low as completely to 
upset the balance of the budget. Much of the money ear- 
marked for food would inevitably be used for clothing. 


“ Nutrition Works ” 


Sir JoHN Orr, in concluding the proceedings, commented on 
the difficulties inherent in dietary surveys, and stressed the 
need for uniformity in the presentation and interpretation of 
results. His own experiments on giving extra milk and oranges 
to children had justified him in the belief that “when you 
apply nutrition, it works.” The Government was committed 
to a scheme to improve the diet of this country to a level 
consistent with optimal health, though its plans might take 
years to complete. Sir John would hesitate to criticize those 
who in order to enliven drab lives diverted a few shillings 
which might be spent on food to buy beer or visit a cinema. 
We were living in a world of potential abundance. When the 
powers of war production were redirected to meet the require- 
ments of a peaceful world, wages and the price of food should 
be adjusted so that all should enjoy not only the necessities of 
life but also some of the amenities. 








VOLUNTARY HOSPITALS AND THE WHITE PAPER 


Representatives of the 1,100 voluntary hospitals in Britain, at a 
conference in London on March 7 arranged by the British Hospitals 
Association, asked the Government to reconsider certain proposals 
in the White Paper on a National Health Service. 


A resolution, proposed by Lord Southwood and carried unani- 
mously, expressed sympathy with the Government’s intention to secure 
a co-ordinated hospital and consultant service accessible to every 
member of the community regardless of income, but viewed with 
grave concern the administrative and finance proposals in the White 
Paper, and added: ‘“‘ The suggested administration does not consti- 
tute that partnership between local authorities and voluntary hospitals 
which has been the avowed intention of successive Ministers of 
Health, and which is an essential requisite to the effective participa- 
tion of the voluntary hospitals, and therefore to the accomplishment 
and efficiency of the scheme, and does not—except partially in the 
case of Scotland—furnish a suitable organization. The financial 
Proposals are inconsistent and unacceptable in that they afford part 
Payment only to the voluntary hospitals for their services rendered 
under the scheme, while postulating that the financial gap thus 
caused must be filled by benefactions and other voluntary gifts. 
At the same time, by the offer of free service for all, they 
destroy the incentive of the public as a whole either to give or to 
contribute.” 

Sir Bernard Docker, chairman of the B.H.A., presided over the 
conference, and it was decided to send copies of the resolution to 
the Minister of Health and the Secretary of State for Scotland. 
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It seemed desirable to educate certain sections of ° 


Correspondence 








The Prisoner-of-War Mentality 


Sir,—Major P. H. Newman’s masterly article (Jan. 1, p. &) 
is one which merits the widest possible publicity, and should 
be ingested, digested, and absorbed by every authority, organiza- 
tion, or person—official or non-official—likely to be concerned 
in moulding the future of returning prisoners-of-war. To 
further the gastro-intestinal analogy, Major Newman’s presenta- 
tion of his own observations on his comrades during a long 
and trying imprisonment is so “ personal” and valuable that 
absorption should allow no subsequent excretion—there is no 
waste. 

As one who has, shall we say, sampled this “ valley of dark- 
ness ’’—and I believe it is but a sample compared with 
Major Newman’s stretch—may I be permitted to make one 
or two observations of my own. Adopting his four stages: 
(I) In the breaking-in period the captive’s physical lot. is 
hardest, while his mental and moral anguish has been adequately 
described. From.my own observations there quickly develops, 
during a varying period of semi‘starvation,- the ottstanding 
mental reaction of prisoner-of-war life—namely, ‘food con- 
sciousness.” He acquires a marked “ food complex,” a manifesta- 
tion of self-preservation which will persist throughout the P.O.W. 
days and probably for some time after his ultimate release. 
Food, usually favourite dishes, is the main topic of conversa- 
tion and of thought ; and, yea, even invades one’s fitful slumber. 
To be personal for a moment, I well remember dreaming on> 
two consecutive nights of omelettes and treacle pudding—alas, 
but a dream, and rude was the awakening. Either was as 
obtainable as a slice of the moon. 

Again, during Major Newman’s second stage—the con- 
valescent period—some fail to pull themselves together for a 
long time. Given equal conditions there begins a true test 
of the individual’s fibre. In some the superficial veneer of 
* culture” is readily stripped, and a small proportion, even 
of the so-called officer class, degenerate, become spiteful, petty, 
dirty, even dishonest—“ primitive.” In this minority social 
behaviour disintegrates and “ each man for himself” becomes 
the code. Happily, by far the majority stand up to it well, 
officer and man. © 

During II1I—the long period of boredom—my impression has 
been that sexual deprivation, as defined by Major Newman, is 
dwarfed or overshadowed in importance by the “ food-fear 
complex,” or, at least, that the latter is an equal runner-up: 
The one would appear to depend largely upon the other in 
that when the “food stakes ” are comparatively good, then the 
“food consciousness” abates. The keen, almost pathetic, 
anticipation with which the prisoner awaits the life-saving Red 
Cross food parcel vies with his eagerness to receive mail from 
home. These two facts, indeed, share the honours as the high 
lights of his existence. To add to Major Newman’s observa- 
tions, it is astonishing, in my experience, how apparently absent 
is normal sexual desire and inclination. If the subject ever 
crops up at all, one has frequently heard it expressed, “‘ I seem 
to have no urge at all.” At least, one heard little or no sex 
talk, unusual in a one-sex community, living on top of each 
other. I knew of only one case of homosexuality in the camp, 
while masturbation seemed to be rare. Before capture the 
majority of prisoners have already experienced a varying period 
of action in which their physical and environmental conditions 
may be comparable with those of prison camp. Already, to 
some extent, the prisoner is hardened to sexual deprivation. 
He becomes “ anaesthetized” in due course to separation and 
all it entails. A somewhat crude illustration is afforded by 
a question which on one occasion went from man to man 
round the camp. One was asked to make an immediate choice 
between three things: “‘a seven-course dinner,” “a woman,” 
or “a bottle of whisky.” The subsequent analysis was heavily 
in favour of the last named—obvious “escapism.” They were 
equally obtainable! 

Finally, regarding Major Newman’s fourth stage—the re- 
patriation period—it is obvious from his excellent observations 
that the P.O.W. of long standing merits a long period of 
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psychological readjustment on his return home, and should be 
very compassionately handled. As Dr. Billings points out 
(Jan. 15, p. 90), our men and women in Japanese hands will 
ultimately return, a large proportion of them mentally and 
physically shattered as a result of experience far worse than 
those of the average prisoner-of-war in German or Italian 
hands. I agree with Dr. Billings that the magnificent and 
life-saving Red Cross organization, to whom the prisoner is 
anything but “written off,’ should be entrusted with this 
problem: they and they alone. I believe that any Government 
organization devised for this purpose, or any body savouring 
of authority or officialdom, would be psychologically wrong, 
and would immediately antagonize the returning prisoner-of- 
war in need of help. 

Excellent as are Major Newman’s outlined principles regarding 
the establishment of this organization, I feel that the formation 
of P.O.W. clubs, as such, is inadvisable. More than once 
has one heard expressed, “I never want to see anyone in this 
camp again,” or, “Even my best friend [in the camp] gets 
on my nerves,” etc. Not only does the P.O.W. want to bridge 
the gap in his life and make up for all he has lost, but he 
wants ‘to forget. He will probably warmly welcome his best 
friend in his own home, but not, I feel, in any communal 
atmosphere. As Major Newman observes, advice, help, and 
treatment must be unobtrusive, sympathetic, skilled, and, above 
all, personal and individual ; I suggest, preferably within the 
confines of, or centred from, his own home, where are con- 
centrated all his longings, thoughts, and desires.—I am, etc., 


Sonning Common, Reading. A. W. VAUGHAN ELEY. 


Nursery Schools and Classes for Young Children 


Sir,—Referring to the letter of Dr. Janet Aitken (March 4, 
p. 335), I would support whole-heartedly the opinions expressed 
in paragraphs 2 (6) and (c)—that the responsible staff of 
nursery schools or classes should have had special training and 
experience in the handling of these children both from the 
mental and physical aspects, should have had a grounding in 
practical hygiene, and that there should be the closest co-opera- 
tion with the various health services. 
is an arguable point whether children can best be accom- 
modated in nursery schools or classes. It should be possible 
to attain. these ends in a nursery class just as well as in a 
nursery school. Nursery schools or classes should be within 
easy reach of the child’s home, and if the principle of nursery 
schools is rigidly adhered to it may involve the establishment 
of small schools difficult to supervise from the health point 
of view. Furthermore, if the young child is placed in a nursery 
school, it will involve a change of school at the age of 3 years 
and an interruption of continuity, which is most undesirable. 

Experience of nursery classes attached to infants’ schools 
has shown that the right emphasis can be secured in such 
classes, and that it is by no means the case that the main 
interest is on education rather than on health.—I am, etc., 

z A. A. E. NEwTH, 


Senior Medical Officer, 
City of Nottingham Education Committee. 


Babies in Glass Cages 


Sir,-—I wonder if Prof. Parsons would be interested to know 
that I saw a series of small glass cubicles in the von Pirquet 
Hospital in Vienna ten years ago. I was told that these had 
been tried extensively and found to be useless because the 
babies became lonely, frightened, and lost weight wheh nursed 
in them. I never saw the cubicles in use because they had 
been abandoned when I was at the hospital. It appears that 
this idea is antiquated and possibly harmful if the opinion 
of the originators is to be trusted—lI am, etc., 


London, W.1. CLIFFORD ALLEN. 


Fainting in Blood Donors 

Sir,—Publication in your columns was recently made (Feb. 26) 
of a report to the Medical Research Council prepared by a 
subcommittee of the Blood Transfusion Research Committec. 
The report was intended “(1) to identify factors that may 
be associated with fainting during blood donation, with a view 
to their correction ; (2) to determine the frequency of delayed 
faints.” A total of 362 cases of fainting with a control group 


At the same time it 


— 
of 335 were investigated in admirable detail at several centres 
in regard to sex, age, civil state, relation to food, menstruation, 
time of waiting, difficulties in bleeding, numbers of Previous 
bleedings and faints, etc., and in 4,212 cases information was 
obtained as to the incidence of “ delayed faints.” 

The observations made cover three and three-quarter Pages 
of the Journal, are presented with clarity and precision, and 
are, as a statistical preparation, beyond reproach. The invegtj. 
gators found, or at any rate record, no significant difference 
between those who fainted and the controls, the only materia) 
point emerging. from the careful series of conclusions drawp 
being that it would be better not to use people who fain 
as blood donors. Parturient montes ! 

We are all acquainted with the type of person who faints 
at vaccination or in church or at the sight of blood, ang 
have little difficulty in arriving at a clinical assessment of 
their condition. The findings of the subcommittee would haye 
been different had they offered any observations on the 
emotional stability of the contrasted groups ; it might at any 
rate have given the report some practical value.—I am, etc, 


London, W.1. JOSEPH GEOGHEGAN, 


India’s Population Problem 


Sir,—Drs. Barrow, McCracken, and Culbert, in their letters, 
dwell upon that pessimistic gloomy outlook for the future >f 
India which I evidently possess. Nothing could be further 
from the truth than this assumption, and I hereby relinquish 
all claim to the Deanly attribute of Gloom. Nor can one 
who has voluntarily spent a large part of his life in medical 
research in the Tropics of Africa be accused of pessimism, 
On the contrary, he reveals himself an optimist, not worldly wise 
perhaps, even a little misguided—going far afield to pursue the 
shadow, instead of remaining at home to collect the substance 
—but assuredly an optimist, and a pretty nearly incurable 
one at that. 


Dr. Prem comments with a slight touch of asperity on the position 
of civilian doctors in India} according to his account it is not the 
larger numbers of Indian doctors, but the smaller numbers of 
British doctors there, who control all the highly paid key posts and 
frame the policy; they derive their instructions from Whitehall and 
‘** have the real power.”’” What is this mysterious “‘ power ”’ of which 
he writes? Is anyone preventing him or his Indian colleagues from 
carrying out, among their own people, the duties for which they 
have been educated and for which they ‘are qualified—namely, the 
treatment of the sick and the prevention of disease? Dr. Prem 
observes that my reference to the Atlantic Charter will make Indian 
readers of the Journal, and many others, very suspicious—a remark 
so cryptic that I feel quite unable to cope with it. 

Industrialization of India is advocated by Dr. Prem as the solu- 
tion. Dr. Barrow points out that India is producing only enough 
food to give 88% of its existing population a daily ration of 2,80 
calories per head, even if none were exported and there were no 
maldistribution. Dr. Forrester notes that India has plenty of raw 
materials and that industrialization will come. He quotes the Hot 
Springs Conference report, Section II: ‘‘ The real clue to the solu- 
tion of the problems of agricultural over-population lies in indus- 
trialization . . . [it] is also necessary if we are to raise the general 
standard of living.” This admits that agricultural overcrowding 
exists, and, by implication, that the standard of living is_ low, 
Dr. Marrack makes a useful contribution with reference to the 
bearings of the Hot Springs Conference report. Several writers 
mention increases‘: of population in Western countries exceeding 
those recorded for India. i 

The case as stated by me is plain enough. It is that the popula- 
tion in India has long suffered, and suffers now, from great and 
fatal epidemics and from high maternal and child mortalities, which 
are largely preventable by modern methods. I have assumed that 
it will be the future aim of all Indian doctors to prevent these 
diseases. In that case, given the staff, materials, and_ financial 
means, they will succeed. As a result, the figures of increase of 
population in Western communities—none of which suffers from 
more than a mere fraction of the preventable diseases of India— 
will quickly be exceeded by the Indian figures; the problem of the 
maintenance of the population will then become acute in that 
country. ; 

Dr. Barrow states that the birth rate in India is apparently declin- 
ing, being 34.5 in 1934-8 as against 35 in 1921-30 and 38 m 
1901-10. Dr. McCracken tends to agree with Doubleday that over- 
feeding checks increase of births. Dr. Forrester, who advocates 
industrialization, points out that urban populations are less fertile, 
and that industrialization will reduce the birth rate. If all this 8 


true, good and well. But the employment of this line of argument by 
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i 
who profess to regard restriction of population as an undesir- 
able thing does seem a little surprising. Dr. Forrester, in pointing 
out a series of matters which he states I have overlooked, gives as 
is No. 4: “ Man is both consumer and producer. To-day in India 
50% of all deaths are of children under 10. From another stand- 
point this means that a great proportion of the population never 
functions as fully efficient producers. Every lengthening of the span 
of life, if it is coupled with adequate nutritional intake, increases 
the producer period of a man’s life.” If Dr. Forrester had only 
added ‘“‘ and also increases the consumer and reproducer period of 
a man’s life,” he would have stated quite clearly what is a very 
substantial part of my case. It is exactly these increases, following 
automatically and swiftly upon the application of modern preventive 
methods, that I anticipate will give rise to the consequences of 
over-population. 

Dr. Forrester refers to my “. . . uncompromising acceptance of 
the validity of the Malthusian doctrine.” No one who has: read 
my article will accept that description as a correct representation 
of what I wrote about the views of Malthus. The term ‘“ Mal- 
thusian” is rather overworked by many of those who have taken 
part in this correspondence, and a word may be said about it. 
There are few countries of which it can be affirmed that they hold 
exactly enough people. The majority are too full or too empty. 
Countries with a standard of living that is accepted as reasonable 
must augment the means of subsistence as rapidly as the population 
grows or else prevent increase of their numbers. If they do neither 
of these things, their standard of living must fall. Malthus recog- 
nized this simple truth, but by publishing it he evoked a controversy 
which has not yet died. Like ‘* Capitalist’? and ‘* Communist ” 
to-day, “‘ Malthusian ” became a handy term of abuse. There was 
even greater dialectical magic in “‘ Malthusian” than in either of 
these two modern words. All who felt so disposed slung ‘‘ Mal- 
thusian ’’ at any who had the effrontery to believe it possible that 
the overcrowding of any place could ever occur. Debate by epithet 
had, of course, as much convenience in those days as it has now. 
It was acceptable to many, since it dispensed entirely with any 
need for the use of rational processes. As a substitute for the effort 
of thinking ‘‘ Malthusian ” acquired really amazing virtues. 

But Malthus was not the first person to grasp one important fact— 
namely, that an acre of land is a measurable, finite thing, devoid 
of the well-known properties of an expanding suitcase. Unless a 
miracle happens, the acre of land which just supports a man and 


' his wife will fail to support them at the same level of comfort when 


they are plus five children. Centuries before Malthus, Plato made 
shrewd comments upon this topic: yet even he did not claim any 
priority‘ for his views on account of their then great novelty. 
Probably in those days his ideas were already well established in 
the traditional lore and were fully at the service of any person of 
average intelligence. In Plato’s Laws the land allotted to each 
citizen of the proposed ideal State was to be preserved intact, not 
to be added to or subtracted from, not to be given away or sold. 
So long as it was properly used it should remain the possession of 
the owner and his descendants. But in order to make this possible 
the family of the successive owners was to be definitely limited, so 
that each generation should equal, or, at least, not exceed, in numbers 
the previous one; otherwise the whole system would break down, 
because the land would not support the extra population. Provision 
was therefore to be made in the State for the necessary official 
regulation of the size of families. 

Referring to Malthus and Henry George, Dr. Forrester says, 
“But neither of these is to-day usually regarded as the greatest of 
economists or even of experts on population problems.’’ The vjews 
of these two writers were briefly discussed in my article. As regards 
George, his principal remedy for economic ills was the taxation of 
land values. I do not know whether he is regarded as “ the greatest 
of economists” or not. But it is hardly out of place to mention 
Martin Leake’s statement that even now every acre of India has its 
value assessed each thirty years, so that a beginning at least has 
been made in this direction. The system of taxation of land values 
is in full force in many parts of Denmark, Australia, and New 
Zealand. These countries cannot be classed as backward with regard 
to health matters; in point of fact they all rank among the most 
advanced. Therefore, one cannot help believing that if an economic 
Principle, whether recommended by George or anyone else, is con- 
sidered good enough for such progressive countries as these, there is 
likely to be something of value in it from the health point of view. 

When the devastating Indian epidemics of cholera, plague, kala-azar, 
malaria, and other diseases are eliminated, when the maternal and 
child mortalities are reduced to low rates, an enormous Indian 
Population, which is now lost, will survive; Sir John Megaw and 


‘other authorities have long recognized this. Encouragement of early 


Marriage with the production of large healthy families, if this can 
be achieved without detriment to the health of the mother, is a 
Policy which can justly be advocated for a country with abundance 
of good land still available, but it may be, and indeed is likely to 

a dangerous one for already crowded countries. Restriction 
of some kind will become necessary ; it may be brought about as a 





result of education or social convention, or by other means. The 
methods which Dr. Stopes has so courageously sponsored for the 
relief of the individual poor mother in the overcrowded home may 
yet prove to have their most valuable application in the over- 
crowded State. 


During the post-war period, in a medically progressive India, 
there is likely to be a race between a growing population and 
adequate provision for its maintenance. Experience shows that 
agrarian and industrial reforms are as a rule slowly effected, 
whereas medical reforms may be relatively rapidly made, 
especially in tropical lands. If medical reform takes place in 
India the other reforms will have to be on an unprecedented 
scale and also executed at great speed. Any administrators 
who achieve a reasonably good standard of living for the 
future population of India will deserve well of their country, 
and there is no one who will not wish them all success in 
the task.—I am, etc., 

School of Tropical Medicine, Liverpool. D. B. BLACKLOCK. 


Publication of Anaesthetic Misadventures 


Sir,—In Dr. J. Elam’s letter (Feb: 19, p. 263) he puts forward 
a strong plea for publication of anaesthetic misadventures. 
Towards the end of his letter he hopes that by such publication 
“the general public, too, might then begin to understand their 
foolishness in not paying more attention to . . . anaesthesia.” 
I think the folly of the public lies in not paying more for 
anaesthetic service. 

He bemoans the fact that a surgeon of a county hospital 
states that “the anaesthetics are given by house-surgeons, 
many of whom have no previaus experience.” The general 
public would be much more distressed were they to realize 
this. Surely the house-surgeon can gain his experience under 
the guidance of the anaesthetist on the hospital staff. The 
blame lies with the surgeon who allows the inexperienced 
house-surgeon to administer the anaesthetic, unless he is 
prepared to accept full responsibility from beginning to end. 

I would offer the following suggestions: (1) Educate the 
surgeons as to modern anaesthetic procedures and requirements. 
(2) Assure the general public that increasing safety and comfort 
in anaesthetic technique is available and that they should be 
prepared to pay for it. (3) Invite, say, the department of. 
anaesthetics at Oxford to investigate all cases of anaesthetic 
misadventure reported to them, and that they publish their 
comment upon them. (4) Invite all anaesthetists to subscribe 
annually towards the cost of such investigations and reports. 
—I am, etc., 

Salisbury. A. D. H. Simpson. 


Reform in Medical Education 

Sir,—I agree with much of Mr. G. H. Colt’s letter (Feb. 26, 
p. 307), but I think that his summary ‘dismissal of the 
preliminary sciences is a serious mistake. Even so elementary 
a theorem as the parallelogram of forces is constantly dis- 
regarded by the orthopaedic surgeon (cf. Charnley, Lancet, 
Feb. 19, 1944), and Mr. Souttar made equally elementary 
physics ‘the basis of his Bradshaw lecture (Journal, Dec. 11, 
1943). _Prof. Christie’s Goulstonian lectures (Journal, Jan. 22 
and 29, 1944) showed the influence of simple mechanics on 
emphysema, and the plain fact is that we have hardly begun 
to realize the importance of these fundamental sciences in our 
preoccupation with more flashy ideas. Doctors send patients . 
for x-ray examination, etc., for gall-bladder disease or appendi- 
citis (probably 95% of which could have been satisfactorily 
diagnosed by simple clinical examination), and think that they 
are practising scientific medicine. It is as if one became a 
scientist by using a spectroscope to see whether the grass was 
green or the sky blue. Not that I undervalue these wonderful 
new diagnostic aids—for even the spectroscopic examination 
of the sky has its uses—but for one who has been trained 
to use his mind and senses aright they are largely unnecessary. 
They are for the specialist, and the more the medical student 
is taught to do without them the better doctor he is likely 
to become. He should know of their existence, as he should 
also know about the existence of the various types of bacteria, 
but he need not know how to recognize them; and, as 
Mr. Colt suggests, most of his bacteriology can be cut out 
without serious loss. The same is true of his pathology (I 











406 Marcu 18, 1944 


CORRESPONDENCE 


Britisn 
MEDICAL Journat 





regret to say it), though he cannot know too much of the 
pathology of trauma and inflammation, microscopic as well as 
macroscopic. In the same way most of the anatomy of the 
blood vessels is quite unimportant. If an artery or vein is 
cut Nature will have to provide compensation, and as a general 
rule does, but a knowledge of the lymphatics and cutaneous 
nerves is most helpful. The physiology and hydrostatics of 
the circulation is of much greater value than the anatomical 
details. Muscles and their actions are tremendously important, 
together with the various traumata they suffer. Bones and 
fractures are simple compared with soft-tissue injuries, and 
after much inquiry I have not yet found anyone who knows 
anything useful about tenosynovitis, the most common of 
industrial diseases, and one of the most incapacitating. 

And so one might go on, hacking down great forests of 
specialized information which are of little real value to the 
student. If these were removed there would be space and 
air for him to develop really scientific habits of observation, 
thought, deduction, and practice. He should be taught, as 
Mr. Colt says, to recognize the commoner diseases and trained 
to realize when he is looking at something he has not seen 
before. Then he should ferret it out in a book or turn 
to the specialist for help, or both. But he should learn to 
extract the most out of his clinical examination first of all. 
He will then begin to appreciate special tests and specialists 
at their true worth. All his teaching should be consciously 
related to the fundamental sciences such as mechanics, physics, 
and chemistry. Much more attention should be given to 
physical chemistry, which holds, the clue to much that seems 
so mysterious, as Dr. Cooper’s letter of Jan. 29 so interestingly 
suggested. Industry is applying it with striking results to many 
of the medical problems industrial processes create, and 
Dr. Mumford has shown us how it can revolutionize ointment 
bases. The whole of medicine seems ripe for reconsideration 
in the light of physicochemical knowledge. Through it we 
are likely to gain a much truer knowledge of health as well 
as of disease, and a clearer understanding of their difference. 
In view of the changing emphasis of medicine and the desire 
to make the doctor a health upholder rather than a health 
restorer, every student should know at least the elements of 
this science if he is to appreciate new knowledge or understand 
his patient and his treatment. We older ones ought to have 
the opportunity of learning more about it too. The same 
is true of nutrition and physical education. 

A glance at comparative anatomy is desirable in order to 
place the human race firmly among the animals. Some 
spiritual education is also needed in order to place man equally 
firmly among the gods. Unfortunately the psychologists, who 
ought to be in charge of this department, seem so busy 
plumbing the depths of the Slough of Despond that they have 
overlooked the little wicket gate and lost track of the way 
of salvation. A doctor should certainly know about this, for 
many of his patients are as sick of mind and soul as they 
. are of body. Then, too, we need some knowledge of sociology, 
even if we have to eschew a wider philosophy, in order to put 
our patient in right relation to his fellows and to remind us 
that he is a human being and not simply clinical material or 
an interesting (or boring) case. Last of all I think we should 
all profit by a study of the history of medicine to teach us 
the grace of humility and thankfulness, and to inspire us to 
carry on the torch so nobly handed down to us. If all the 
unessentials were ruthlessly cut out there would be ample time 
for the student to get a really useful knowledge of all these 
subjects and to realize their relevance to himself and his 
patient, as well as to one another. He would go out with 
a true education and a sound basis for further learning and 
experience, qualified to help his patient, able to know when 
he was out of his depth, knowing also where and how to 
get help when he needed it. 

I need hardly add that it is the realization of my own 
deficiencies that has prompted me to make some suggestions 
as to how they could be avoided in others.—I am, etc., 


Winsford, Cheshire. W. N. LEAK. 


Sir,— Your correspondent Mr. G. H. Colt (Feb. 26, p. 307) 
is worried at the continued growth of the knowledge required 
for the qualifying examinations, and one readily sympathizes 
with him. If his solution, however, were to be taken seriously 


P a 
the results would be horrifying. Are the reports received from 
the pathologist to have no relation to clinical medicine, of to 
therapeutic intentions or results? Is the radiologist a super: 
fluity?—hardly, when one meets physicians of some standj 
who seem barely aware that a radiograph is a series of tWo- 
dimensional shadows of three-dimensional differential OPpacities, 
the source of rays being not even a theoretical point source 
and the shadows subject to innumerable distortions depending 
upon the limitations of technique required for a Particular 
examination. Is the radiotherapist to be a pure clinician With 
no knowledge of the lethal properties of the weapon he jg 
using (as the practitioner who, “ playing ” with cineradiography 
burnt a hole in his radiographer’s back, or the surgeon Using 
radium with no real knowledge of its properties and blaming 
the radium for the dreadful mutilations which he sometimes 
produces)? Or is the radiotherapist to be a. pure physicist 
unversed in the realm of clinical medicine? Is the physician 
to be allowed to practise without an intimate understanding 
of the pathology underlying the conditions which he is treating? 
Is the psychiatrist to be a layman, equipped with the results 
of a glorified first-aid course, who is “ interested in the human 
mind”? Horror of horrors! 

No, the answer is as straightforward as it always has been, 
The curriculum for the qualifying examinations must contain 
all, but no more than, that which is necessary for every general 
practitioner (or home doctor) and specialist, so that the former 
has a practical and reliable basis upon which to start his work, 
and the latter a basis—equally practical—upon which to start 
moulding the intricacies of his particular art, and yet maintain 
a true perspective of his own work in relation to the broad 
field of medicine as a whole.—I an, etc., 


Pinner, Middlesex. ANTHONY A. VICKERs, 


Co-operative Research 

Sik,—As an attempt to decide on the relative merits of 
various methods of treatment in actinomycosis, one of the 
undersigned suggested that it should be possible to carry out 
an experiment designed to give statistically sound information 
on these points. A_ statistician, Dr. Mather (author of 
Statistical Analysis in Biology), was asked to discuss the.project, 
and as a result of the combined discussion it emerged that 
treatment could profitably be varied from case to case until 
a “block” of at least 15 cases had been treated. If these 
(15) cases together with other similar blocks are subjected to 
analysis the information we seek should be available and the 
reliance to be placed on it known. . 

Unfortunately it falls to no single hospital to get so many 
patients suffering from actinomycosis as would enable results 
to be obtained quickly, and so it was thought that it would 
be a sound plan to ask other hospitals to co-operate. The 
hope is that several hospitals which have agreed to collaborate 
in the scheme will agree to treat individual cases in accordance 
with the statistical necessities of the scheme, so that each 
hospital, or two or more hospitals having fewer cases, will 
provide a “block ” of treated patients. 

The scheme will require mutual discussion so as to permit 
all views to be considered in the final design of the experiment, 
and it is hoped that such a discussion can be arranged and 
that hospital staffs will agree to co-operate, so that at the 
end of one or two years we shall be in no doubt of the 
relative value of iodine, sulphonamides, x rays, and probably 
of penicillin in the treatment of this condition. Apart from 
any other consideration such designed experiments are desirable 
in clinical medicine, and co-operation such as is suggested, 
although a new, is not an undesirable or impossible feature, 
—We are, etc., 

















E. C. B. BUTLER. 


London Hospital. FRANK ELLIS. 


Blood Picture after Mepacrine 


Sirk,—Owing to decreasing quinine stocks the use of atebrin 
for treatment of malaria has increased considerably, and the 
following observations on the blood picture after administration 
of mepacrine may be of interest to readers in malarial zones. 

During the past three months there was a notable increas 
in the number of patients admitted to, the maternity section of 
this hospital suffering from symptoms of acute malaria will 
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subtertian parasites in the peripheral blood. A record was kept 
of the results of treatment of such cases by mepacrine adminis- 
tered in the doses officially recommended—namely, one tablet 
(0.1 g.) three times daily for five to seven days. Repeated blood 
films were taken from all cases under treatment from the date 
of admission to the date of discharge from hospital nine days 
after delivery, and it is hoped to analyse critically in the near 
future the data thus obtained. Certain preliminary observations, 
however, appear to be of sufficient importance to justify publi- 
cation of this short note. 

The following observations were made on pregnant women of 
yarious races and nationalities treated with 0.1 g. mepacrine 
three times daily. (1) Clinical symptoms were well controlled 
py administration of mepacrine, and as a rule no further attacks 
developed after five days’ treatment. (2) In a few cases dis- 
appearance of clinical symptoms after treatment was accom- 
panied by disappearance of trophozoites from the peripheral 
blood. (3) In a few other cases trophozoites were present in 
blood films after treatment though clinical symptoms had sub- 
sided. (4) In the majority of cases administration of mepacrine 
in the doses stated was followed by amelioration of clinical 
symptoms, but blood films contained abnormally large numbers 
of gametocytes (crescents)—about 30 to 40 per thick film—and 
these gametocytes remained in the peripheral blood up to nine 
days after delivery. , 

It is well known that crescents are rarely found in the peri- 
pheral blood in tropical countries, and this observation that 
crescents frequently appear in the peripheral blood in large 
numbers after administration of mepacrine would seem to be 
of some importance from the epidemiological aspect. It is 
possible, of course, that the crescents have been damaged by 
the atebrin and are incapable of development in the stomach 
of the mosquito, but this would have to be tested in a research 
laboratory. The effect of plasmoquin is being studied, and a 
detailed report on the entire investigation will be issued later.— 
I am, etc., 

Public Hospital, Georgetown, Demerara. C. RoMITI. 


Phage for Dysentery 


Sin—May I, from my remote corner over-seas, enter the 
lists to champion the cause of the “Goddess Phage” (as one 
of my grateful tea-planter patients ecstatically dubbed it 
13 years ago) and to give my support to Drs. A. Compton 
and E. N. Russell, whose contributions on this subject in the 
Journal of June 13, 1942, and June 19, 1943, respectively (as 
well as those of others of contrary opinion), I have read 
with great interest. Like Dr. Russell, I too have marvelled 
that bacteriophage has not been mentioned by Col. Fairley 
and Sir Philip Manson-Bahr in their papers on the treatment 
of bacillary dysentery. Other authorities in their textbooks 
have made only the barest reference to it, and even then 
stated that it is of no proven value, etc. In India similar 
controversy has raged from time to time on the same subject, 
and last year, in a personal communication, Napier of Calcutta 
surprised me by saying that he did not think that bacteriophage 
was “much use, although some still swear by it.” He then 
referred to sulphaguanidine as the new marvel, with which 
he was then experimenting on its first introduction to India. 

I was introduced to bacteriophage in 1929 by Lieut.-Col. 
J. Morison, I.M.S., who was then director of the Pasteur 
Institute, Shillong, Assam’s capital. Col. Morison was a 
pioneer of phage therapy, and he was the first to perfect its 
manufacture on a large scale in Assam, if not in India. In 
my turn, I believe I was the first tea district medical officer, 
on the north bank of the Brahmaputra River at any rate, to 
use bacteriophage for the treatment of acute bacillary dysentery 
and cholera. Morison’s critics prophesied that the bacteriophage 
“bubble” would burst in 5 years’ time. Time marches on, 
and although he has long ago retired, bacteriophage still 
continues to be turned out, millions of ampoules are distributed 
to the public all over Assam annually, and its use in controlling 
cholera epidemics in the Province’s numerous villages as well 
as for dysentery is famous. The Government of India would 
Not continue to manufacture a useless commodity on a large 
and expensive scale just to perpetuate the memory of Morison’s 
“whims” or “hobby” were it indeed the case. The needs 
of the Army have denied all medical specialties—such as the 
sulphonamides—to other concerns—like the tea industry, etc.— 


almost completely. We in Assam have had a fairly adequate 
supply of sulphapyridine, which has been very welcome, but 
such is the scarcity of sulphaguanidine that I received the very 
first supply I have ever seen only two weeks ago. f 

I have therefore had to rely almost exclusively on bacterio- 
phage since the war started, and, as of old, it has stood the 
test of time and my faith remains unshaken. I have, like 
anyone else, had dramatic successes with phage as well as with 
sulphapyridine. I have also had some sad failures. But the 
successes have enormously exceeded these failures, and I have 
dealt with nearly 8,000 cases of acute bacillary dysentery and 
cholera since first I used bacteriophage in 1929. My experience 
agrees with what Dr. Russell reports on the preponderance 
of failures among infants, as well as the reasons he gives for 
failures generally. I have also noted that the local (Assam) 
bacteriophage is much more successful than, say, d’Hérelle 
phage or phage manufactured by firms in Bengal. I cannot 
pretend to explain this apparent “ parochial” selectivity of 
phage. Many European civilians in Assam have become 
“ phage-minded,” and it is a common thing for a box of 
bacteriophage to be included in the luggage of many of them 
when travelling, especially by train, “just in case” of trouble. 
“Calcutta tummy” is like “Gyppy tummy.” While quite a 
few cases are known to be due to giardiasis and respond to 
atebrin treatment, the visitor from up-country to Calcutta often 
succumbs to another severe form of enteritis, and bacteriophage 
taken at once as a first-aid measure has often definitely 
prevented serious trouble. This preventive action is the great 
attraction of bacteriophage as well as its complete harmlessness, 
whereas, as Dr. Compton points out in his answer to 
Cmdr. Wilson (Dec. 5, 1942, p. 676), sulphaguanidine cannot 
be administered with impunity to provide “ preventive develop- 
ment” to the masses, be they troops in the front line or 
civilians. In many villages in Assam the distribution of phage 
is left quite safely to the head man. This could not be done 
with sulphonamides. 

It would be interesting to learn what the Army figures are 
up to date as regards the results of sulphonamide and bacterio- 
phage treatment of. troops in Assam. Finally, as everyone 
who has had success with bacteriophage will have observed, 
the cardinal conditions essential to that success are correct 
diagnosis and early treatment, which, of course, as Dr. Russell 
says, apply in any condition “from a perforated gastric ulcer 
to a common cold.” The greatest obstacle I have ever had 
to overcome was the persistence on the part of many of my 
assistants in giving other drugs along with the phage, in spite 
of repeated emphatic orders to desist.” It took some of them 
a very long time to realize that phage, and phage only, was 
able to cure.—I am, etc., 


EDMUND BURKE, 


Assam. Medical Officer, Mangaldai Medical Association. 


Infective Hepatitis 


Se.—te my letter on this subject (Jan. 22, p. 130) I quoted 
H. Eppinger’s case of “a young girl who committed suicide 
while suffering from ‘simple’ jaundice’ as the case on which 
Eppinger based his conception that the so-called catarrhal 
jaundice was due to a hepatitis. My attention has since been 
drawn to the fact that this statement was incorrect. The facts 
are that during the last war Eppinger had occasion to examine 
the livers.of four soldiers with jaundice who died from their 
wounds. He found no duodenitis, no swelling or plugging 
of the bile ducts, but the microscopical signs of what he has 
called later on a serous interstitial hepatitis. The case quoted 
by me is an earlier case (1908), and, in fact, one of the few 
cases observed anatomically where a swelling of Vater’s papilla 
was found which was so marked that a sound could not be 
passed through it into the duodenum.—lI am, etc., 

London, W.1. : H. Ucko. 








According to the Miinch. med. Wschr. for Aug. 13, 1943, the 
Fishery Research Station in Bergen has been working on methods 
of extracting insulin from fish. It has been successful in extracting 
from the gall of the cod an insulin which is not below ordinary 
standards. It is calculated that when the technique of extraction is 


perfected the whole Norwegian requirement of insulin will be met 
from the Lofoten Isles. 
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A. D. GRIFFITH, M.B., F.R.C.S. 


Mr. Arthur Donald Griffith, senior surgeon to the Royal Eye 
Hospital, Southwark, and ophthalmic surgeon and lecturer in 
ophthalmology to the Westminster Hospital, died on March 5. 

He was born on Oct. 20, 1882, and studied medicine at King’s 
College Hospital after winning the Sambrooke Exhibition and 
a junior scholarship at King’s College. He qualified M.R.C.S., 
L.R.C.P. in 1905, graduated M.B., B.S.Lond. in 1907, and 
obtained the F.R.C.S. diploma in 1909 after serving in house 
posts at King’s and as senior resident medical officer at the 
Royal Free Hospital. His next appointment was that of 
Sambrooke surgical registrar at King’s. He became dean of 
the School of the Royal Eye Hospital, where he had been 
house-surgeon, and thenceforward devoted himself to ophthal- 
mology. During the last war he served with the R.A.M.C.(T.) 
in Malta, Salonika, and Italy, being mentioned in dispatches 
and retiring with the rank of brevet major; he also received 
an Italian decoration. After his return to civil life Mr. Griffith 
was appointed to the visiting staff of the Westminster Hospital, 
did good work as consulting ophthalmic surgeon to the 
St. David’s Home for Disabled Soldiers, at Ealing, and spent 
much time and thought in the congenial task of developing 
the research and teaching facilities at the Royal Eye Hospital. 
He was the author of a number of papers on diseases of the 
eye and disorders of vision published in the Transactions of 
the Ophthalmological Society and elsewhere. 


Prof. ARNOLD SorsBy writes: 

Arthur Donald Griffith well-nigh epitomized the ideal physician. 
A broad humanity permeated his personal relations; .and his 
scrupulousness determined his professional work. To his colleagues 
and assistants he was a sage counsellor to whom they invariably 
turned for advice and guidance. Always able to see beyond the 
immediate tangle, his assessment of difficult situations was at one 
and the same time balm and positive help. Scrupulousness com- 
bined with exquisite judgment made him not merely an outstanding 
but the outstanding figure in any team, even if his reticence made 
for his comparative obscurity. The same qualities showed them- 
selves in his work as an ophthalmologist: his diagnoses were never 
sudden inspirations, but the inevitable logical deductions of a 
meticulous examination, whilst his operations were beautiful examples 
of effortless deliberation. Richly endowed with that talent that is 
born in the stream of life, his was essentially the genius that flowers 
in solitude. It was for this reason that so much of his activities 
was little known outside the circle of those who were privileged to 
work with him. It is only they who know how much of the spade- 
work on the use of radium and x-ray therapy in ophthalmology was 
done by him, and only his immediate collaborators can assess how 
much Griffith, in his 35 years’ service at the Royal Eye Hospital, 
contributed to the maintenance of established standards, to the 
elaboration of new levels of achievements, and to the formulation of 
néw aspirations. At the Royal Eye Hospital, which is perpetyating 
his cherished memory by a lectureship in optics, he will be remem- 
bered as a gentle colleague, a superb ophthalmologist, and a forma- 
tive force in the development of research facilities in ophthalmology. 
His colleagues feel that a quotation from Dante, whom he loved 
deeply and reverently, is an apt epitaph: 

“In te misericordia, in te pietate 
in te magnificenza, in te s’aduna 
quantunque in creatura é di bontate.” 


It is 28 years (writes Dr. WANLEsS Dickson) since I first met 
Mr. A. D. Griffith. We all looked to him then for help and 
guidance. He inspired a depth of confidence and affection few 
have equalled. With the passing of the years these sentiments grew 
broader and deeper. There was never a truer friend than “ Griff,” 
and all who knew him loved him. His passing will be a grief to a 
great number of his friends and associates. All at the Westminster 
Hospital loved him. He was tender and sensitive of heart; the 
sorrows of others he made his own. He was a true lover of his 
fellow men; a lover of animals and flowers and all the beauties of 
life. He was a noble, great-hearted gentleman. The attributes of 
Mr. Griffith’s character and the logical and analytical qualities of his 
mind were equally well portrayed in his professional work. In his 
specialty he was an artist of high order. He took painstaking 
care in all that he did, in both clinical and operative work: ‘‘ that 
little extra’ was never lacking. He was gentle, kindly, thorough, 
and considerate. Life did not defeat him; to the very end he was 
master of his own soul. Such was Arthur Donald Griffith as we 
knew him, and bitter indeed is our loss and that of our profession. 


ee 


We have to record with much regret the death o 
YOLLAND, C.B.E., who had been a member of the BMA an 
1896. John Horatio Yolland was born in Wandsworth in 1863, 
the son of a clergyman who afterwards became Vicar of 
Hoylake. He was educated at University College, taking th 
M.R.C.S.Eng, and L.S.A. in 1885. He settled down in 18895 
Bromley Common, Kent, and carried on his practice there unl l 
his death on Jan. 24. For 30 years he was on the staff of the 
Bromley Cottage Hospital, and also public assistance medical 
officer and public vaccinator for No. 1A Bromley District 
He was made a life member of the Red Cross and St, John 
Association, and became vice-president of the Kent Branch 
of the British Red Cross Society. In the last war he was chief 
staff officer of the Kent Voluntary Aid Detachment. He held 
the rank of lieut.-col. in the R.A.M.C.V., and was secretary and 
treasurer of the Kent County War Fund. After the war he was 
awarded the C.B.E. The presentation of a cheque for £250 
and a silver tray in 1919 was the county’s gift in recognition of 
his services. He received the King George Jubilee Medal in 
1935. The Yolland Shield is competed for annually by Kent 
V.A.D.s, and another shield was given in 1912 for competition 
at local elementary school sports. Dr. Yolland was one of 
the founders of the Bromley and Bickley Golf Club, the first 
in the district. He was a keen lawn tennis player, and a difficult 
opponent to beat at croquet. From 1899 until his death he 
was People’s Warden at St. Luke’s Church, Bromley Common 
and treasurer of the Parochial Church Council. The jubilee of 
the completion of St. Luke’s fell on the same day as Dr. and 
Mrs. Yolland celebrated their golden wedding. A special peal 
of bells was also rung on Dec. 18, 1943, when the doctor reached 
his 80th birthday. His popularity was shown by a gathering 
of 400 people at his funeral ; after the cremation his ashes were 
buried (by special dispensation) in front of the church he loved. 
He leaves a widow and two sons; the younger has been 
associated with his father in practice since 1919. 


By the death of Dr. JoHN BarRD CUNNINGHAM Edinburgh has 
lost one of her most respected family practitioners. Though 
born and educated in Londen, he carried out his medical studies 
in Edinburgh. His course was interrupted by the death of his 
father, which compelled him to go into his business in London 
for a year or two; but he was then able to return to Edin- 
burgh, complete his medical studies, and obtain his University 
degree in 1913. At first he practised in Wales, and he returned 
there after service with the R.A.M.C. during the last war. His 
liking for Edinburgh, however, brought him back to that city 
in 1921, and he settled in the Morningside district, where he 
carried on a large general practice in which his thoroughness 
and kindliness earned the confidence and affection of his 
patients. For several years he struggled against chronic ill- 
health. He was predeceased by his wife, and he is survived by 
a son, and by a daughter who is practising medicine in 
Edinburgh. 


Dr. ARTHUR STANLEY HERBERT, O.B.E., formerly chairman 
of the Kensington Division of the B.M.A. and a member of 
the Council of the International Society of Medical Hydro- 
logy, died at Richmond, Surrey, on March 3. He was born 
at Hertford on Oct. 3, 1867, and from Hertford Grammar 
School went to study medicine at Guy’s Hospital in 1885. He 
took the M.B., B.S.Lond. (with honours in surgery) in 1891, 
and after two house appointments at Guy’s obtained the M.D. 
in 1892. He was for a time resident medical officer at the 
Royal Mineral Water Hospital, Bath, and this was the begin- 
ning-of a lifelong interest in balneology and physiotherapeutics. 
At the close of the last century he went to New Zealand and for 
17 years held the post of Government balneologist to the 
Dominion. During the last war he served with the N.Z.M.C. as 
lieut.-col. and principal medical officer of King George V Mili- 
tary Orthopaedic Hospital at Rotorua. Dr. Herbert returned 
to this country in 1919 and settled in practice in Kensington. 
He was the author of Mineral Waters and Springs of New 
Zealand, 1912; Military Physical Orthopaedics, 1918 ; and The 
Hot Springs of New Zealand, 1921. 


We regret to announce the death of Dr. JoHN JAMES 
ARMITAGE of Salisbury, who had been honorary secretary and 
later chairman of the Salisbury Division of the B.M.A., and in 
1931-2 president of the Wilts Branch. Born at Cheltenham in 
1875 son of the Rev. Arthur Armitage of Breckenbrough, he 
was educated at Cheltenham College and St. Thomas’s Hospital, 
qualifying M.R.C.S. and L.R.C.P. in 1903. He obtained the 
M.R.C.O.G. diploma in 1938. Dr. Armitage practised in 
partnership at Salisbury for many years. He had been honorary 
assistant surgeon and medical officer to the V.D. department 
of Salisbury Infirmary, medical officer to the skin department, 
and surgeon to the maternity department, and on his retirement 
became consulting surgeon. He was also consulting obstetrician 
for the Wilts, Hants, and Dorset County Councils. 


On M 
the C 
Lincol 
of Gl 
in his 
Comm 
junche 
done t 
toward 

The 
membe 
accepti 
was gr 
Addres 
larly p 
Austral 
Austral 
from tl 
hangin; 
ings W 





PR.C.S 
an Hor 
country 
ness to 
The : 
for adn 
Presidet 
by the 
would « 
to an e 
of the ¢ 
Fellows! 
College 
from th 
me I sh: 


An o1 
March. | 
Prof. W 
Fund Le 
1. P. L 
Presiden 
King, ar 
the Presi 

Diplor 
Physiciar 


H. Treissr 
Diplo, 
M. Sheeha 








—_ 
Surg. L 
Grant, R 


C 


Prisone 
Hendry, 1 
Missing 
RN.V.R, 
Killed | 


Col. Er 
Exmouth 
ward Ho! 
1893, ZOiI 
Service fo 
served in 
mand dur; 
In private 

outh, 











See eh GS Deke te Fe SE ee eee 





lis 


MES 

















vital, 















































UNIVERSITIES AND COLLEGES 





BriTIsH 
MEDICAL JOURNAL 


409 





Universities and Colleges 











ROYAL COLLEGE OF SURGEONS OF ENGLAND 
THe DUKE OF GLOUCESTER AN HONORARY FELLOW 


On March 8 the King and the Duke of Gloucester lunched with 
the Council of the Royal College of Surgeons at the College in 
Lincoln’s Inn Fields. The occasion was the admission of the Duke 
of Gloucester to the Honorary Fellowship, and His Majesty attended 
in his capacity as Visitor of the College. Mr. S. M. Bruce, High 
Commissioner for Australia, was also among those present. After 
jyncheon the King and the Duke of Gloucester inspected the damage 
done to the College by enemy action and the steps now being taken 
towards restoration. 

The President, Sir Alfred Webb-Johnson, recalled the names of 
members of the Royal Family who had honoured the College by 
accepting Honorary Fellowship ; their association with the College 
was greatly prized and appreciated by all its Fellows and Members. 
Addressing the Duke of Gloucester he said that they were particu- 
arly pleased that he should visit the College before departing for 
Australia because they had very close associations with the Royal 
Australasian College of Surgeons. Its ceremonial mace was a gift 
from the Council of the English College, and the portrait of Lister 
hanging in its hall was also a present from this country; its build- 
ings were opened in 1935 by Sir Holburt Waring, at that time 
PR.C.S. Its Immediate Past President, Sir Hugh Devine, was made 
an Honorary F.R.C.S. in 1939, but had not been able to visit this 
country since his election, and the President asked His Royal High- 
ness to hand him the diploma. 

The senior Vice-President, Mr. H. S. Souttar, presented the Duke 
for admission as an Honorary Fellow, and the Duke in reply to the 
President’s welcome expressed his sense of the honour paid him 
by the Council in enrolling him in the presence of the King. He 
would carry his new title proudly to Australia, and looked forward 
to an early opportunity there of presenting his diploma, on behalf 
of the Council, to Sir Hugh Devine. Conferment of the Honorary 
Fellowship gave him, he said, ‘‘ an association with this distinguished 
College which I am proud to possess, and when I eventually return 
from the office to which His Majesty has been pleased to appoint 
me I shall hope for another opportunity of meeting you all again.” 


CounciL MEETING 


An ordinary meeting of the Council of the College was held on 
March 9, with Sir Alfred Webb-Johnson, President, in the chair. 
Prof. W. E. Gye, F.R.S., was appointed Imperial Cancer Research 
Fund Lecturer for the year 1944. A legacy of £1,000 from the late 
T. P. Legg was reported. The Council expressed thanks to the 
President for a number of gifts, including a portrait of H.M. the 
King, and also to Lady Webb-Johnson for her gift of a portrait of 
the President. 

Diplomas were granted, 
Physicians, as follows: 
DIPLOMA IN OPHTHALMIC MEDICINE AND SuURGERY.—H. F. Chard, P. J. Devlin, 
C. J. Evans, J. C. Greenwood, A. Hirtenstein, A. Hollingsworth, Lettice M. 
Hughes, P. Jardine, R. L. Kerr, Monica Low, H. F. Melhuish, F. R. Neubert, 


R. E. Packer, C. L. D. J. Schepens, A. S. Scott, Elizabeth D. L. Simpson, 
H. Treissman 


DipLoMA IN MepIcaL RaDIOLOGY.—D. T. Burke, O. Englander, Karel Mend, 
M. Sheehan, E. W. Spencer. 


jointly with the Royal College of 








The Services 








Surg. Lieut.-Cmdr. J. D. Lendrum and Temp. Surg. Lieut. J. P. W. 
Grant, R.N.V.R., have been mentioned in dispatches for services 
during the action in which the Scharnhorst was engaged and sunk. 


CASUALTIES IN THE MEDICAL SERVICES 


Prisoners of war.—War Subs. Capt. M. H. Churchill, Capt. J. 
Hendry, War Subs. Capt. P. MacArthur, R.A.M.C. 
"beer presumed killed —Prob. Temp. Surg. Lieut. M. C. Cross, 
N.V.R. 


Killed in action—Lieut. A. Pearlman, R.A.M.C. 


DEATHS. IN THE SERVICES 


Col. Epcar Hunt Conpon, A.M.S.(ret.), who died at his home in 
Exmouth on Feb. 13, was born in India in 1868, educated at West- 
ward Ho! and Aberdeen University, and joined the R.A.M.C. in 
1893, going out to India the following year. He was on active 
Service for the greater part of the South African War and then 
served in India for many years, being A.D.M.S. Northern Com- 
mand during the last war. On retiring in 1921 he was for 10 years 
I private practice at Ivybridge, Devon, and finally settled in 

outh, where he gave valuable service as honorary M.O. to the 


Exmouth Dispensary, and took charge of the gas section at the 
first-aid post when war broke out. Col. Condon was an excellent 
all-round sportsman, having won many. medals for swimming in 
his youth, played rugger for his university, and later played tennis, 
golf, badminton, and billiards with marked success both in India 
and England. He played tennis for Wales while stationed there 
from 1908 to 1913. His loss is deplored by a wide circle of friends. 














Medical Notes in Parliament 








On March 7 Dr. Charles Hill addressed the Parliamenary 
Medical Group on the National Health Service scheme proposed 
by the Government. On March 9 Mr. Eden announced that 
two days during the next series of sittings of the House of 
Commons would be allotted to a debate on this scheme. 


Mental Hospital Accommodation : 

On Feb. 24 Mr. JoseEpH HENDERSON asked the Minister of 
Health whether, with a view to reducing the high death rate 
from tuberculosis in mental hospitals, he would consider the 
desirability of securing high priority for building work in 
connexion with mental hospitals. 

Mr. WILEINK regretted that it was impracticable under present 
conditions to give priority to the construction of new accom- 
modation at mental hospitals. It was also, impracticable to 
release during the war the accommodation taken over for 
the Emergency Hospital Scheme or for the use of the Forces. 
General conditions in mental hospitals, including ventilation 
and dietaries, were kept constantly under review in the interests 
of the health of the patients. The death rate in these hospitals, 
though it rose at the beginning of the war, had fallen consider- 
ably. The Ministry hoped for a fall in the tuberculosis rate. 


A National Water Plan 

When Mr. Willink, on Feb. 24, moved the second reading of 
the Anglesey County Council Water Bill, Mr. Levy proposed 
that the House should decline to do so until legislation had 
been passed dealing with the national water resources. He said 
no local authority or combination of local authorities could 
provide the country with an adequate water supply and drain- 
age system unless the subject were dealt with by the Government 
in a national water plan. There should be a national water 
board and also a regional control over each watershed area. Of 
all commodities the nation used, two had no standard of purity. 
One was water and the other was milk. Thousands of dairy 
farmers could not get a Grade A certificate for their milk 
because there was no water to wash the utensils or the cattle. 
The Government dared not have a purity standard for water, 
because then nearly ali the service wells would be condemned 
and a number of urban supplies. 

Mr. WILLINK, in reply, said he would study in detail what had 
been said. From his first day at the Ministry of Health he had 
applied his mind to water supply. He had promised to intro- 
duce a Bill covering sewage in addition to rural water supplies, 
and he would lay a White Paper. The Government was not 
content with the local or with the general arrangements for water 
supply. Let it not go out that the water supplies in this country 
were a disgrace. Ninety-five per cent. of the people had a piped 
supply. ‘Fyphoid deaths were the lowest in the world. He 
hoped to put the rural water proposals before the House before 
Easter. 

Mr. Levy withdrew his opposition and the Anglesey Bill was 
read a second time. 


Compulsory Notification of V.D. 

On Feb. 29 Dr. SUMMERSKILL asked the Secretary of State 
for Scotland whether his attention had been drawn to the 
resolution passed by the conference of local health authorities 
in Scotland urging the Government to introduce legislation to 
provide for the compulsory notification and treatment of 
venereal disease; and what action he intended to take. 
Mr. JOHNSTON: Yes; I have also received a report from my 
Medical Advisory Committee, whom I asked last year to con~ 
sider certain aspects of the problem of the control and treat- 
ment of venereal diseases. That report will shortly be pub- 
lished as a Command Paper. I am not in a position to indicate 
what consequential steps will be taken. 


National Health in Tanganyika 

A debate on conditions in Tanganyika Territory took place 
in the House of Lords on Feb. 29. Lord CHESHAM asked the 
Government what steps they proposed to implement the recom- 
mendations in -the report made to the Governor of the Territory 
in May, 1940, and pointed out that millions of natives were 
now existing at a very low standard of subsistence. The soil, 
he said, was losing fertility through lack of knowledge of good 
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husbandry, and the natives were content to stagnate, living on 
what they could produce for their own needs from the soil. 
As a result their physical condition had suffered, and their 
mental development was suffering. 

Lord FARINGDON said the matter was urgent. Probably the 
basic problem was water. In addition to the water and the 
climatic difficulties, there was an amount of dust which was 
exceedingly injurious to health during the dry season in the 
highlands. In the wet districts, mist and cloud also gave rise to 
respiratory troubles, particularly among Europeans. The Terri- 
tory was cursed with the tsetse fly and the tick. The Com- 
missioner for the Western Province reported, with regard to 
the health conditions of the natives, that it had come as a shock 
to observe the high percentage of recruits rejected by the mili- 
tary authorities. It was true that the medical tests for the 
Army were stringent, and that many of the recruits were not 
the best physical specimens that the tribes could produce ; but 
even so, it was appalling to find such a high percentage of the 
population graded as C3. It was a conservative estimate to 
say that over 50% of the men examined were rejected for 
military service of any nature. 

The DuKE oF DEVONSHIRE Said that possibly Tanganyika had 
been the most handicapped of all the East African Territories 
by shortage of man-power due to the war. After the war the 
entire economy of Tanganyika would have to be considered in 
the light of the world demands for its primary products, and no 
man could say what they would be. It was not possible to 
lay down a policy for which, at present, they could assure 
full continuity. The question of water resources, a general 
survey of which was stopped by the shortage of man-power, 
was again under active consideration, and plans had quite 
recently been before the Colonial Development and Welfare 
Fund for the investigation of these supplies. The Government 
was most anxious to see a real move forward made in the 
development of this Territory. 
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EPIDEMIOLOGICAL NOTES 
Discussion of Table 
In England and Wales measles continued to rise with 176 more 
cases, but the incidence of pneumonia fell by 116, of scarlet 
fever by 115, and of dysentery by 43. 

The largest-increases in measles were in Norfolk by 110, and 
in Kent by 40. In contrast to the general trend, the notifications 
in Lancashire fell by 79. The four counties of Kent, Lan- 
cashire, London, and Norfolk, with over 200 cases each, 
accounted for 52% of the total incidence of this disease. A 
diminution in the trend of scarlet fever was fairly general 
throughout the country ; in Warwickshire cases fell by 27, and 
in Middlesex by 26. 

The lowered incidence of dysentery was due mainly to the 
fact that in London notifications fell from 61 to 14. There were 
fresh outbreaks during the week in Hertfordshire 16 (Bishop 
Stortford U.D. 14), and Herefordshire 22 (Kington U.D. 19). 
The other high returns were from Surrey 37 (Banstead U.D. 17, 
Carshalton U.D. 10), Shropshire (Wellington U.D.) 32, Lan- 
cashire 30 (Liverpool C.B. 12), Yorks West Riding 12, Essex 12, 
Devonshire 10. 

In Scotland the incidence of measles rose by 49, acute primary 
pneumonia by 50, scarlet fever by 43, and whooping-cough by 


* 30 notifications—the increases in Glasgow being 35, 25, 17, and 


27 respectively. The notifications of diphtheria fell by 15, and 
of dysentery by 62. The latter disease is still at a high level ; 
the largest returns were from the cities of Glasgow 16, Falkirk 
14, Edinburgh 12. 

In Eire notifications of measles rose by 79, 350 of the 403 
cases being notified in Dublin C.B. The incidence of diphtheria 
fell by 54. 

In Northern Ireland the largest returns for scarlet fever were 
from Belfast C.B., 33 out of the total of 55. Londonderry 
C.B. reported 12 of the 28 cases of diphtheria. 


Smallpox 

Since last week 3, and possibly 4, fresh cases of smallpox 
have occurred; all the patients were known to be contacts 
and were under surveillance. One of the new cases is that 
of a patient at Mount Vernon Hospital, where the original 
cases occurred. Two, sisters of a fatal case already reported, 
are in Finchley. The fourth and doubtful case is in Paddington. 
No deaths have occurred since the 3 reported last week. 


Week Ending March 4 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,997, whooping-cough 
1,914, diphtheria 681, measles 1,987, acute pneumonia 983, 
cerebrospinal fever 53, dysentery 218, smallpox 8, partyphoid 4, 
typhoid 3. The deaths from influenza in the great towns num- 
bered 50, showing a slight rise for the second consecutive week. 
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Deaths (0-1 year) 
Infant mortality rate 
(per 1,000 live births) 


60 


61 


21 


31 


"| 63 





Deaths (excluding still- 
births = " 
Annual death rate (per 
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Annual rate per 1,000 
persons living 


6,889 


854 


831 
16:9 


367 
24-0 


278 


6,483 


744 


887 
18-1 





Stillbirths ais ae 

Rate per 1,000 total 
births  (includin 
stillborn) .. a 





222 








28 


33 











232 





26 





| 
} 
| 


32 


35 


365, 
24-0 











*Includes primary form for England and Wales, London (administrati 
county), and Northern Ireland. ‘ 
+ Includes puerperal fever for England and Wales and Eire. 


t Owing to evacuation schemes and other movements of population, birth and 


death rates for Northern Ireland are no longer available. 
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The ‘annual general meeting of the Biochemical Society will be 
peld at the Courtauld Institute of Biochemisfry, Middlesex Hospital, 
w.1, on Saturday, March 25, at 2.30 p.m. 


The Association of Austrian Doctors in Great Britain will exhibit 
a medical film illustrating (1) blood transfusion, and (2) Red Army 
Medical Services, on Sunday, March 26, at 2.30 p.m. in the Hastings 
Hall, B.M.A. House, Tavistock Square. Invitation cards can be 
had "from the hon. secretary, Association of Austrian Doctors, 14, 
Craven House, 121, Kingsway, W.C.2. 


A reorganization of the Chinese Red Cross was effected last year 
by special action of the Supreme National Defence Council. 


The Association of Military Surgeons of the United States has 
presented its Gorgas Award for 1943 to Dr. Hugh E. Cummins, 
retired Surgeon-General of the United States Health Service and 
at present director of the Pan-American Sanitary Bureau. The award 
was founded in 1942 by John Wyeth and Company of Philadelphia 
and consists of a medal and scroll and $500. It is given each year 
to a member of the Association who has made “ notable contribu- 
tions to medical science” of value to the military service. 


Dr. Bay Avni Aksel will give a lecture in Turkish on “ The 
History of Medicine in Turkey” at the Londra Tiirk Halkevi 
(Turkish People’s House), 14, Fitzhardinge Street, London, W.1, on 
Tuesday next, March 21, at 5.30 p.m. Sir Wyndham Deedes will 
translate the lecture. 


The annual general meeting of the Institute of Hospital Almoners 
has been arranged for Friday, March 24, at 6 p.m., in the Caxton 
Hall, Westminster. The Minister of Health (Mr. Henry Willink) 
will attend and address the meeting. 


The London Gazette has announced the appointment as O.B.E. 
(Civil Division) of Dr. R. E. Godel, senior physician of the Suez 
Canal Company Hospital, for services to the Army Medical Services. 


The issue of the Schweizerische medizinische Wochenschrift for 
Sept. 24, 1943, was a special number in honour of the 60th birthday 
of Prof. Alfred Gigon, the senior ‘editor and the founder of the 
Swiss Academy of Medical Sciences. 
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ANY QUESTIONS ® 


Painful Spasms after Stroke 


Q.—A patient aged 79 is recovering from a recent stroke which 
caused mild hemiplegia. He complains much on account of muscu- 
lar twitchings in the limbs; the hamstrings contract in painful spasm, 
especially at night. Is this condition very uncommon? I have read 
No account of it. Is there any known treatment ? 


London; SECRE- 
ADVERTISEMENTS, Articulate 


A.—Detailed observation of the movements would be essential 
fo establish their cause. The wording of the question suggests that 
the painful spasm may be due to degenerative changes in the extra- 
Pyramidal system, and that the patient is not suffering from a simple 
hemiplegia due to a lesion of the pyramidal tract. In support of 
this is the note that the stroke caused a mild hemiplegia. Ordinary 
flexor spasms, which are not usually painful, are commonly associated 
with more than a mild hemiplegia, although they are particularly 
likely to be noticed at night, when they waken the patient. They 
are fired off by other movements or by stimulation of the foot. 
Involuntary movements of extrapyramidal origin, on the other hand, 
are usually quite spontaneous, are likely to have a writhing quality, 
and may be much more extensive or forceful than those of pyramidal 


ad 





release. They range from the movements of chorea and Parkinson- 
ism to the violent activity of hemiballismus. If this is in fact the 
cause, treatment at this age will be difficult, and will be confined to 
absence of stimulation—a warm tidy bed, sedatives and belladonna 
in as large doses as the patient will tolerate. 


A Case of Low Blood Pressure 

Q.—Is there any satisfactory treatment for low blood pressure ? 
The blood pressure of a male of 42 has been low for many years 
(110 mm. systolic at 26 years). Following exhausting work in 
1942-3, this has now fallen to 100 mm.; and, despite prolonged rest, 
remains at that figure. Chief symptom—waking regularly at 
3.30 a.m. (over a period of nine months) with a sensation of throb- 
bing in the head and exhaustion, the latter persisting throughout the 
day. Hypnotics aggravate the exhaustion. Ephedrine and eucortin 
have been tried without benefit. Raising the head of the bed at 
night is not effective. The appetite is good and the normal amount 
of exercise is taken. 


A.—There is no indication for any treatment of the blood pressure 
in such a patient. Many healthy men with a systolic pressure of 
100 mm. are capable of strenuous work and even hazardous war 
service such as flying. The symptoms described could not be due 
to the blood pressure, which, though lower than the average, is not 
too low to be normal. The whole condition as described suggests 
a psychoneurotic state, and investigation should be directed to this. 


Pruritus Ani and Vulvae 


Q.—A woman in middle life suffers from intense irritation of the 
anus and vulva. There is no excoriation of the skin, no desquama- 
tion or redness of the parts, no threadworms or colitis. The com- 
plaint is worse at night, but often active during the day. Many 
things have been tried, including rectal wash-outs, ointments, and 
lotions. Suppositories (including morphine suppositories) have been 
tried. The patient is not a neurotic, and the general condition is 
good. What will bring relief ? 

Q.—An old lady of 83, healthy except for some arthritis, has 
suffered for years from pruritus of the anus and vulva. Various 
outside applications have given no relief. Might stilboestrol be tried 
in such a case, and, if so, what would be the appropriate dosage ? 


A.—Exclude the following: other rectal or anal conditions, psycho- 
logical factors such as marital unhappiness, an idiosyicrasy to 
aperients and other drugs, glycosuria (in first case), highly acid urine 
or urinary infection, trichomonas infection of the vagina, local skin 
disease. If the more common causes of this type are excluded and 
the usual local treatments have failed, then carry out a full examina- 
tion of the blood and a fractional test meal. Hypochromic anaemia, 
with or without achlorhydria, is not uncommonly associated with 
‘idiopathic ’’ pruritus of the vulva, and, to a less extent, of the 
anus. If the findings are positive, the irritation should quickly 
disappear following the administration of ferrous sulphate and acid. 
hydrochlor. dil., minims 10 t.d.s. Otherwise intensive treatment with 
vitamins A or B, and the local application of crude cod-liver oil 
should be tried. If all else fails a small dose of radium or x rays 
should be considered. In any case it is important to give hypnotics 
and local analgesic ointments at night to prevent the patient scratch- 
ing during sleep. 

Stilboestrol or other oestrogens are of value only in post-meno- 
pausal patients when ‘the vulva and adjacent tissues are atrophic; it 
might be beneficial in the second case. A large dose will be neces- 
sary, so give stilboestrol 0.5 mg. or 1.0 mg. twice or three times 
daily by mouth. If it causes nausea or vomiting substitute oestrone 
0.3 mg. to 1.0 mg. t.d.s. by mouth, and oestradiol benzoate 5.0 mg. 
intramuscularly twice weekly. Oestradiol and oestrone ointments 
can also be applied locally. The patient should be warned that such 
treatment may bring on uterine bleeding. 


Weak Erection 


Q.—A patient aged 40, 3 children, has for no apparent reason 
suddenly developed difficulty in marital intercourse owing to weak 
erection. General health and habits excellent, very fit man; no 
venereal disease; no excess of intercourse; no contraceptives used. 
The only positive finding is a varicocele of many years’ standing. 
No psychological difficulties. 


A.—In spite of an apparent absence of psychological difficulties, 
the symptom is probably of psychological origin, and assuming that 
there are no abnormal physical signs, this aspect should be explored 
further. In the experience of the writer there is an apparent increased 
incidence of partial or complete impotence arising in males hitherto 
normal, and it is not unlikely that this is due to the strain and 
anxiety of present-day conditions. Quite apart from this, phases of 
relative impotence in otherwise normal men are much more common 
than is generally believed, and are associated with temporary psycho- 
logical difficulties and excessive fatigue. In every case a complete 
history and examination are called for, to exclude neurological and 
endocrine disorders, but nevertheless these account only for a 
relatively small proportion of cases. 
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Excessive Sweating 

Q.—A young R.A.F. officer suffers from excessive sweating under 
the arm-pits which ruins his tunic. Is there any remedy which can 
be easily applied to check this condition? The officer is quite fit 
and active. 

A.—X-ray treatment should be avoided because it can only be 
effective when used to excess, with all the undesirable consequences 
of over-exposure. Temporary relief follows the application of a 
sponge wrung out in very hot water. Possibly one of the proprietary 
remedies in common use by women would be effective. 


Sex Function and Spondylitis 

Q.—A male aged 40 has fairly advanced spondylitis ankylopoietica, 
most of the lumbar, upper thoracic, and cervical vertebrae being 
affected. He complains of loss of sexual desire, but I find no 
reference to this aspect of the disease in any literature or mono- 
graphs, and am wondering if spondylitis normally does affect the sex 
outlook, and if you could suggest any treatment that might increase 
sexual desire, if it is indicated in such a case. : 


A.—tThe possible -association between the sexual organs and their 
functions in spondylitis ankylopoietica was referred to in an article 
in the Journal (July 3, 1943, p. 4), and I am not aware of any 
other observation on the subject. Probably clinical investigation is 
the only source from which light can be thrown on the problem, and 
it is one which deserves attention. Treatment by appropriate sex 
hormones would appear worthy of a trial, and any results, direct or 
indirect, should be published as a contribution to a difficult problem. 


Migraine with Deadened Extremities 

Q.—I would be glad to know if cure is possible in the case of a 
woman aged 42 who has had severe migraine since adolescence, 
accompanied by “ deadening ”’ of fingers and toes. On exposure to 
cold the fingers become white and dead. There is no evidence of 
arterial thickening or the permanent changes often seen in Raynaud's 
disease. 

A.—Although the causes of migraine are still not known, the view 
has steadily gained ground that the essential abnormality is a dis- 
turbance of the autonomic control of the extracranial or intracranial 
blood vessels.. The most favoured view associates the pain with 
dilatation of the pial and dural vessels, and explains the beneficial 
effect of ergotamine tartrate by the constriction of dural vessels 
which it produces. Another view ascribes the pain to vasoconstric- 
tion and explains its relief by ergotamine tartrate to the sympathetic 
paralysis produced by larger doses of the drug. The case described 
is more easily explicable along the latter lines. The interesting com- 
bination of migraine with ‘“‘ deadening ”’ of the digits can perhaps 
be explained by assuming that the peripheral vessels in or on the 
cranium and the extremities are alike abnormally sensitive to the 
action of adrenaline. The case is worthy of careful investigation. 
In the meantime treatment by the injection of ergotamine tartrate 
(0.25 to 0.5 mg.) at the very beginning of the attack should be tried. 
If this treatment succeeds, it would be worth while trying sublingual 
administration, thus avoiding the trouble of repeated injections. 


LETTERS, NOTES, ETC. 


Thiouracil: A Warning 

Dr. E. G. SLESINGER (London, W.1) writes: The answer given 
under the above heading in the Journal of Feb. 26 (p. 313) conveys 
a sense of certainty and optimism not borne out by facts. Thiouracil 
will, it is true, reduce the basal metabolic rate to normal or below 
in most cases, and will therefore result in a gain in weight. Its 
effects on other symptoms are, however, variable. In many cases its 
administration leads to a marked fall in the percentage of poly- 
morphonuclear cells in the white count, and several cases of 
agranulocytosis have already been noted. The statement that 
its administration ‘‘ can be continued for many months and possibly 
for many years,’’ without any warning of the need for frequent 
control white cell counts, is dangerous advice in the extreme. The 
action of thiouracil through the anterior pituitary is ignored by the 
writer, with the consequent occasional increase in the goitre. 
American opinion is gradually relegating thiouracil to a useful place 
as a method of pre-operative preparation. Possibly it may serve a 
valuable function in the medical treatment of certain types of case 
as well. Would it not be wise, however, to wait until controlled 
observations are available on enough cases before advising its general 
use in the light-hearted manner of your contributor and so possibly 
leading to unnecessary and avoidable disasters? 


Mastoiditis . A 

Dr. H. Hitton Brown (Edinburgh) writes: I have been deeply 
interested in the correspondence on this subject. I do not believe 
that mastoiditis is ever present in the vast majority of the cases 
operated upon. This statement I make after having much experience 
of the operation, as I was clinical assistant to the late Dr. Logan 





a 
Turner in the ear, nose, and throat department of the Eqj 
Royal Infirmary in 1912 for one year. I assisted at many pe 
there for Dr. Turner and also the late Dr. G. S. Fraser peony 
Dr. W. T. Gardiner, both eminent otologists. After the last oad I 
both assisted and gave anaesthetics for the two latter for some yea 
So I can claim to have had the necessary experience of the opaaain 
on which to found my opinion. I personally have never alicnaae 
a patient of this practice to have the mastoid operation performed 
since 1919 to the present date. All ear cases have been treated at 
home by the parents and have all recovered.. We are a Practice of 
four partners—quite a large practice—and see very many so-called 
mastoids, and this is the treatment and results. 


Leucoplakia of the Tongue 

Dr. PHiLip Ross (London, S.E.16) writes: I am interested in the 
query about leucoplakia in the Journal of Jan. 19 (p. 227). I have 
seen a few such cases caused apparently by the wearing of vulcanite 
dentures. In one severe case, in which all serological and other tests. 
were negative, there was a widespread lesion on the tongue and 
the buccal surfaces of the cheeks, and a speedy recovery was made: 
when the dentures were discarded. The patient was subsequently 
fitted with a pair made of plastic compound—hecalite. The aetio- 
logical factors are rather obscure, but it is believed that irritation 
of the mouth is caused by minute electrical charges engendered by 
9 vulcanite and “ dissimilar” metals present in the pins of the 

ates. 
“ Benzyl Benzoate for Pediculosis 

Dr. Georrrey DuckwortH (London, W.1) writes: Regarding 
Dr. Blackstock’s interesting account of his treatment of pediculosis, 
capitis with benzyl benzoate (Jan. 22, p. 114), I can testify to the 
efficacy of a suitable emulsion of this substance for the purpose, as 
it has been used by several of my colleagues and myself at St. John’s 
Hospital for Diseases of the Skin for the past two or three years. 
Incidentally, it is equally useful in pediculosis pubis. 


Examining School-children 

Dr. Eva McCatt (Sunninghill, Berks) writes: May I join 
Dr. V. V. Brown (Feb. 12, p. 244) in protesting against allowing 
teachers to carry out any part of the medical examination of school- 
children? The recording of height, weight, and visual acuity should 
be done by. school nurses before the medical inspection. The vision 
should, of course, be checked by the medical officer when carrying 
out routine inspection, and the visual defects, if any, dealt with 


- appropriately. The school doctor, not the teacher, is surely the 


proper person to assess the importance of blinking, periodic squint, 
etc. I feel strongly that the teacher should take no part whatever 
in medical inspection, and that this should be carried out away from 
school buildings. 
An Old Midwives’ Tale 

Dr. T. P. C. Kirkpatrick (Dublin) writes: In the Journal for 
Feb. 19 (p. 277) you say that the ‘‘ widespread popular belief that an 
eight-month foetus is less viable than a seven-month ” is “ a popular 
fallacy of uncertain origin.” It may be of interest to note that the 
statement is made by Raynalde in the Byrthe of Mankynde (Bk. II, 
c. 1), which was published in 1540, and which was taken from the 
Rosengarten of Eucarius Rosslin, which was published some twenty- 
five years earlier. 


Atmospheric Pollution with Cement Dust 

Dr. D. N. Stanpiey (Greenhithe) writes: Commenting on the 
letter I wrote some time ago in which I complained of the very 
great nuisance associated with the ceaseless outpouring of cement 
dust from the chimneys in this and other districts where cement is 
manufactured, Mr. P. G. Bowie of the Cement Manufacturers’ 
Association stated that no dust streams out of these chimneys, but 
only water vapour. Obviously, we have all to learn that water 
vapour on condensation forms dust. I shall not waste time, yours 
or mine, on this matter beyond saying that everybody else is as 
surprised as I am to hear of such a physical phenomenon, and 
realize that we all have learnt something we had never heard of 
before. A neighbour of mine, who has seen the correspondence in 
the Journal, makes the following observation about the alleged dust- 
less processes of cement manufacture: ‘‘ In a comparative calm it is 
impossible to look upwards without experiencing pricking particles 
falling in the eyes. It is difficult to cycle or motor locally- without 
this same experience. Gutters block up on an average every Six 
months with grey mud. Following one day of fog at least two 
ounces of grey dust may be collected from any surface of about one 
yard square. Smoke stacks form a large mushroom top every few 
months. A saloon car dusts over almost as quickly as you clean it. 
After a spell of dry weather everything is grey with dust. Glass 
houses have to be cleaned with acid every year.” This bears ov 
the reality of my complaint and the need there is that it should be 
removed, if not while the war is on, certainly when it is over and 
things get back to normal again. My sole desire is not to : 
things unpleasant for anybody, but to voice a grievance which every 
body else shares with me. This sort of thing has been going on fo 
years. Some time or other it-must end. 
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